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PROLOGUE 


The  addresses  which  comprise  this  issue  of  the  North  Carolina 
Journal  of  Mental  Health  were  delivered  at  the  Eighth  Annual 
John  W.  Umstead  Series  of  Distinguished  Lectures  held 
February  4  and  5,  1971  at  the  Hilton  Inn  in  Raleigh.  The 
series  is  sponsored  by  the  North  Carolina  Department  of 
Mental  Health.  This  year's  topic  was  "Mental  Health  Programs 
in  the  Seventies."  Co-chairmen  for  the  lectures  were  Dr.  N.  P. 
Zarzar,  North  Central  Region  Commissioner,  and  Dr.  James 
W.  Osberg,  Eastern  Region  Commissioner. 


ABOUT  THE  JOHN  UMSTEAD  LECTURES 


The  annual  John  W.  Umstead  Series  of  Distinguished  Lec- 
tures was  established  in  1964,  primarily  to  provide  professional 
growth  and  enlightment  for  staff  members  of  the  North 
Carolina  Department  of  Mental  Health.  Over  the  years  the 
lecture  series  has  grown  and  broadened  its  scope  and  now 
attracts  both  professional  and  lay  persons  from  throughout 
North  Carolina  who  work  in  many  allied  fields. 

Past  lecture  series  have  focused  attention  on  such  topics  as 
community  mental  health;  chronicity;  communication  in 
health  and  disease;  child  mental  health;  alcoholism;  and  man, 
systems  and  mental  health.  This  year's  series,  which  dealt 
with  mental  health  programming  in  the  seventies,  brought  to 
Raleigh  a  group  of  outstanding  lecturers  from  North  Carolina 
and  other  states. 

The  lecture  series  was  named  in  honor  of  the  late  John 
Wesley  Umstead,  Jr.,  a  former  legislator  and  chairman  emeritus 
of  the  State  Board  of  Mental  Health.  A  Chapel  Hill  business- 
man, Umstead  was  known  throughout  the  state  and  nation 
for  his  pioneering  efforts  to  secure  better  care  for  the  mentally 
ill,  the  mentally  retarded  and  the  alcoholic  in  North  Carolina. 
It  was  through  his  efforts  that  the  State  Board  of  Mental 
Health  was  able  to  acquire  the  deactivated  Army  Training 
Camp  in  Butner  for  use  as  a  state  facility  for  the  mentally  ill 
and  retarded  in  1947.  Umstead  was  instrumental  in  the  open- 
ing of  many  state  facilities  at  Butner  and  spearheaded  the 
legislative  campaign  for  the  construction  of  Murdoch  Center 
for  the  mentally  retarded.  He  also  played  an  important  role  in 
rounding  up  support  for  the  state's  fourth  mental  retardation 
facility.  Western  Carolina  Center  in  Morganton. 

Other  outstanding  accomplishments  include  leading  the 
legislative  fight  that  brought  a  change  in  the  state's  antiquated 
commitment  laws,  and  using  his  influence  to  increase  the 
operational  budgets  of  our  state  institutions. 


In  1959  the  General  Assembly  honored  John  Umstead  for 
his  many  achievements  in  the  mental  health  field  by  naming 
for  him  the  state  mental  hospital  at  Butner,  a  facility  which 
was  established  as  a  result  of  his  untiring  efforts. 

John  Umstead  lived  to  see  the  fruition  of  his  dreams  and 
efforts  on  behalf  of  the  mentally  handicapped  when  the  State 
Department  of  Mental  Health  was  established  by  the  1963 
General  Assembly.  ^  ^ 

His  real  monument,  however,  is  an  enlightened  public 
attitude  and  a  progressive  program  of  research,  training  and 
care  for  the  mentally  ill,  the  mentally  retarded  and  the  alco- 
holic in  North  Carolina  made  possible  by  his  years  of  devotion 
to  a  cause  born  out  of  human  compassion. 


PRIORITIES  FOR  HUMAN  SERVICES 


The  Honorable  Robert  W.  Scott 

Governor 
State  of  North  Carolina 


I  am  pleased  to  be  here  today  and  to  participate  in  this  lec- 
ture series,  which  was  established  so  appropriately  in  honor  of 
the  late  John  W.  Umstead  of  Chapel  Hill.*  For  many  years,  he 
was  an  effective  champion  of  mental  health,  both  as  chairman 
of  the  State  Hospitals  Board  of  Control  and  as  a  member  of  the 
General  Assembly. 

My  interest  in  the  subject  of  mental  health  must  have  been 
inherited.  For  example,  my  mother  once  served  on  the  Board 
of  Mental  Health,  and  my  uncle,  Ralph  Scott,  is  chairman  of 
the  Council  on  Mental  Retardation. 

During  this  first  biennium  of  my  administration,  1969-71, 
the  budget  for  the  operation  of  the  Department  of  Mental 
Health  amounts  to  more  than  $134  million,  an  increase  of 
more  than  $35  million  over  the  previous  biennium.  This  sum 
represents  an  increase  of  about  $30  million  for  improvement 
of  services  at  our  four  state  hospitals,  at  our  centers  for  the 
mentally  retarded,  and  at  our  alcoholic  rehabilitation  centers. 
It  also  represents  an  increase  of  more  then  $2.5  million  in 
State  matching  funds  going  to  local  communities  for  the 
support  of  community  mental  health  centers. 

This  increase  in  funding  has  been  translated  into  mental 
health  services  being  rendered  to  more  and  more  North 
Carolinians  who  need  them.  Since  1963,  when  the  Department 
of  Mental  Health  was  created  by  the  General  Assembly,  the 
number  of  patients  served  in  our  State's  mental  health  facili- 
ties has  risen  from  49,000  to  an  estimated  77,000  in  the 
current  year  of  operation. 

Providing  effective,  high  quality  service  to  people  must 
always  be  the  overriding  goal  of  government  and  of  all  of  its 
agencies.  Toward  that  end,  we  need  to  give  a  top  priority  to 
developing  the  kind  of  organizational  structure  for  the  delivery 
of  human  services  which  will  be  close  to  and  responsive  to  the 


''This  address  was  read  for  the  Governor  by  his  wife,  Jessie  Rae  Scott. 


R.  SCOTT 


needs  of  the  people. 

It  is  toward  this  goal  that  the  reorganization  of  State  Govern- 
ment, which  has  been  approved  by  referendum  of  the  people, 
is  directed. 

One  of  the  agencies  being  proposed  in  the  new  structure  will 
deal  in  the  area  of  human  services.  It  will  pull  together,  under 
one  umbrella,  a  number  of  the  separate  agencies  now  dealing 
with  these  matters.  Following  my  remarks  here,  Senator  John 
Henley,  who  headed  the  reorganization  study,  will  be  moderat- 
ing a  panel  of  agency  heads  in  the  human  services  field,  and  I 
feel  sure  they  will  go  into  the  subject  in  more  detail. 

Another  important  move  to  ensure  that  State  Government 
remains  responsive  to  the  people  was  the  establishment,  by  my 
executive  order,  of  17  multi-county  planning  districts  in  the 
State.  These  will  serve  as  the  units  for  both  planning  and 
implementing  all  State  services  and  programs,  including  those 
in  the  area  of  human  services.  At  the  present  time,  under- 
standably, in  terms  of  our  present  delivery  systems,  there  are 
different  regions  for  each  of  the  human  service  agencies.  For 
example,  in  mental  health,  you  are  now  operating  with  41 
either  single-county  or  multi-county  areas  for  mental  health 
program  development.  Although  we  must  respect  history, 
traditional  county  lines  and  county  alignments,  I  think  we  can 
anticipate  some  realignment  of  our  planning  and  delivery 
districts  to  achieve  a  more  unified  approach. 


Mental  Health  Programs 

You,  in  the  State  Department  of  Mental  Health,  have  been 
going  through  a  series  of  reorganizational  steps  with  similar 
goals  in  mind. 

You  first  set  up  four  mental  health  regions  in  the  State 
and  established  one  of  our  State  hospitals  and  one  retarded 
center  to  serve  patients  in  each  region.  An  alcoholic  rehabili- 
tation center  is  in  three  of  the  four  regions. 

Each  of  these  geographic  regions  is  further  divided  into 
about  10  program  areas,  comprised  of  one  or  more  counties 
each. 

Each  of  the  41  program  areas  is  served  by  four  components. 
These  include  the  geographic  unit  of  the  regional  psychiatric 
hospital,  the  regional  center  for  the  mentally  retarded,  the 
regional  alcoholic  rehabilitation  center,  and  a  community 
mental  health  program. 
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Your  effort  here  is  to  take  these  four  components  and 
develop  them  into  a  unified  system  of  preventive,  treatment, 
and  rehabilitative  services  geared  to  the  unique  needs  of  the 
people  in  each  of  the  41  geographic  areas. 

Certain  priorities  become  clearly  evident  if  this  kind  of  a 
service  delivery  system  is  to  be  effective.  We  need  to  continue 
to  develop  and  to  improve  the  programs  in  our  regional  institu- 
tions for  the  mentally  ill,  the  mentally  retarded,  and  the 
alcoholic,  thus,  making  these  programs  strong  and  effective 
back-up  resources  for  the  area  mental  health  programs.  At 
the  same  time,  we  must  increase  our  State  matching  support 
for  the  development  of  comprehensive  community  mental 
health  programs.  In  regard  to  this  latter  need,  the  Advisory 
Budget  Commission  has  recommended  that  an  additional  $4 
million  for  the  next  biennium  be  appropriated  to  the  depart- 
ment for  community  mental  health  program  development. 

Many  priorities  for  mental  health  directly  and  for  mental 
health  in  relationship  to  other  human  services  agencies  are 
emerging  from  your  planning  process.  I  understand  that,  in 
each  of  your  41  program  areas,  a  planning  group  is  at  work. 
Some  of  these  groups  have  multi-agency  representation,  such 
as  Vocational  Rehabilitation,  Social  Services,  Public  Health, 
and  others,  in  addition  to  the  four  mental  health  components, 
I  have  already  mentioned.  Each  area  planning  group  is  develop- 
ing goals  based  on  the  problems  and  needs  of  its  own  area 
population.  Each  will  eventually  establish  its  own  priorities 
for  the  accomplishment  of  these  goals  and  developing  services 
which  will  lead  to  their  accomplishment. 


Multi-Agency  Participation 

This  kind  of  multi-agency  participation  in  area  planning  for 
mental  health  and  other  human  services  is  essential,  because 
so  many  of  the  problems  of  people  cut  across  agency  lines. 
What  are  the  implications,  for  example,  of  various  studies 
which  give  estimates  that  between  seven  and  fourteen  percent 
of  school  children  have  significant  mental  health  problems 
needing  care?  Or  that  35  to  40  percent  of  Social  Service  case- 
loads, and  many  other  clients  of  courts  and  correctional 
agencies,  have  similar  serious  needs  because  of  mental  and 
emotional  problems?  What  does  it  say  to  us  when  we  see 
estimates  that  35  percent  of  public  health  nurse  patient  loads 
are  in  need  of  some  kind  of  mental  health  service? 

The  first  thing  these  problems  say  to  me  is  that  our  tradi- 
tional ways  of  approaching  these  problems  will  not  get  the  job 
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done.  No  longer  can  we  afford  the  luxury  of  having  each 
agency  go  along  in  the  old  ways,  each  doing  its  own  thing, 
often  duplicating  services  and  inefficiently  utilizing  trained 
manpower  as  well  as  other  vital  resources. 

We  must  find  new  ways  of  aligning  our  resources  at  both 
State  and  local  levels  if  we  are  to  solve  the  many  problems  we 
face  in  the  field  of  human  services.  This  does  not  mean  a 
lessening  of  respect  and  appreciation  for  each  agency's  own 
unique  capabilities  and  contributions,  but  means  determining 
where  we  can  pool  our  resources  and  cooperate  in  mutually 
helpful  ways. 

One  result  of  coordinated  planning  and  implementation  of 
multi-agency  programs  is  that  we  are  provided  with  accurate 
and  timely  information  about  the  progress  of  our  patients  and 
clients  and  about  the  effectiveness  and  efficiency  of  our  pro- 
grams. You  in  mental  health  have  devoted  much  time  and 
attention  to  designing  such  an  information  system,  with  the 
primary  goal  of  providing  improved  patient  care  by  more  effici- 
ently utilizing  your  therapeutic  personnel.  I  encourage  you  to 
continue  these  efforts.  Currently,  a  committee  in  the  Depart- 
ment of  Administration  js  studying  the  best  way  to  provide 
needed  health  information  in  light  of  the  upcoming  State 
Governm.ent  Reorganization.  The  time  you  spend  in  identifying 
the  information  you  need  to  effectively  manage  your  programs 
will  be  of  immense  help  to  this  committee. 

The  need  for  multi-agency  cooperation  is  most  evident  when 
we  consider  the  problems  of  our  children  and  youth,  which 
were  identified  recently  by  the  Study  Commission  on  North 
Carolina's  Emotionally  Disturbed  Children. 

Consider  these  facts  identified  by  this  study  commission, 
and  consider  also  the  implications  of  these  facts  for  multi- 
agency  cooperation. 

—  Approximately  30  percent  of  babies  born  to  teen-age 
girls  in  our  state  are  illegitimate. 

—  Family  disruption  due  to  mobility,  broken  marriages, 
poverty  and  unemployment  causes  increasing  stress  on  chil- 
dren and  adolescents. 

—  One  of  every  six  children  below  the  age  of  six  is  in  a 
day  care  facility,  and  of  our  day  care  centers,  only  15  percent 
are  voluntarily  licensed  by  the  State  Department  of  Social 
Services. 

—  One  child  in  lO'fails  the  first  grade. 
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—  Helping  services,  such  as  counseling  in  our  schools,  are 
inadequate  in  number  and  far  below  national  standards. 

—  Approximately  1,700  new  children  enter  juvenile  cor- 
rectional schools  in  our  State  each  year. 

—  No  unified  juvenile  justice  system  exists  in  our  State. 
Services  for  juvenile  delinquents  are  now  broken  up  among 
three  State  departments. 

—  There  are  60,000  mentally  retarded  children  in  North 
Carolina,  of  which  16,500  are  of  preschool  age,  and  43,500 
are  between  the  ages  of  six  and  18. 

If  we  are  to  really  give  these  problems  of  our  children  and 
youth  top  priority,  as  I  think  they  deserve  to  have,  a  unified, 
coordinated  effort  and  commitment  is  our  only  hope  of  success. 

There  are  other  broad  areas  of  concern  which  will  require 
high  priority.  I  am  thinking,  for  example,  of  the  field  of  cor- 
rections, which  is  really  a  whole  complex  of  problems  involv- 
ing mental  health,  vocational,  physical  health,  educational, 
social  and  cultural  components. 

We  are  concerned,  too,  about  our  senior  citizens,  many  of 
whom  are  living  lives  of  "quiet  desperation,"  in  what  we  have 
ofttimes  mis-labeled  the  "golden  years  of  their  lives."  Nearly 
30  percent  of  the  patients  in  our  four  State  psychiatric  hospi- 
tals are  over  65.  Many  of  these  are  not  there  because  they 
are  psychiatrically  ill;  they  are  there  because  there  is  no  place 
else  for  them  to  be.  If  there  were  adequate  resources  in  the 
community,  many  of  these  people  could  leave  the  hospital 
and  lead  more  satisfying  lives  nearer  their  friends,  family 
and  familiar  surroundings.  What  are  our  priorities  for  these 
elder  citizens? 

Public  interest  and  concern  in  the  field  of  mental  health,  as 
well  as  in  all  the  other  human  services,  is  great  and  is  growing. 
As  I  said  in  the  beginning,  I  think  that  we  in  government  have 
a  responsibility  to  be  responsive  to  this  public  interest  and 
concern  and  to  help  find  ways  of  expression  in  terms  of  changes 
and  new  directions  for  our  programs. 

The  Study  Commission  on  North  Carolina's  Emotionally 
Disturbed  Children  is  an  example  of  the  kind  of  citizen  partici- 
pation I  am  talking  about.  Another  example  is  the  work  of  the 
task  forces  on  Comprehensive  Health  Services. 

You  in  the  Department  of  Mental  Health  have  similar  oppor- 
tunities to  mobilize  public  interest  and  action,  especially 
through  your  relationships  with  the  Association  for  Retarded 
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Children  and  with  the  State  Mental  Health  Association. 

It  is  this  kind  of  citizen  response  and  involvement,  joining 
with  our  governmental  agency  structure,  that  will  enable  us  to 
move  forward  in  solving  or  alleviating  the  many  unmet  needs 
we  see  all  about  us. 
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UNITY  AND  DIVERSITY  IN  MENTAL  HEALTH 
PROGRAMS  FOR  THE  SEVENTIES 


Eugene  A.  Hargrove,  M.D. 

Commissioner 
C.  Department  of  Mental  Health 


Viewed  in  retrospect,  North  Carolina  Mental  Health  Pro- 
grams have  passed  through  three  distinct  phases. 

Early  Beginnings 

The  first  of  these  was  entered  146  years  ago  when  North 
Carolina  made  the  beginnings  of  a  method  to  care  for  its 
mentally  sick  citizens.  The  Legislature  of  1825  passed  a 
resolution  that  it  was,  "expedient  to  endow  a  lunatic  asylum" 
for  the  care  of  the  mentally  ill  in  North  Carolina.  Nothing 
immediately  came  of  this  but  North  Carolina,  in  the  second 
half  of  the  19th  Century,  began  to  respond  to  growing  humani- 
tarian sentiment  that  the  state  owed  an  obligation  to  its  men- 
tally ill  citizens.  Then  following  one  defeat,  the  Legislature 
passed  a  bill  ordering  the  construction  of  a  state  hospital  near 
Raleigh.  The  hospital  was  finished  and  ready  for  patients  in 
1856,  with  a  capacity  of  220. 

For  a  good  many  years  mental  health  facilities  and  programs 
attempted  only  to  meet  the  minimal  needs  of  the  citizens  at 
that  time  or  in  many  instances  past  the  time  when  changes  in 
the  care  of  the  mentally  sick  were  needed  and  available.  In 
North  Carolina  as  in  most  other  states,  care  of  the  mentally  ill 
and  retarded  was  a  very  difficult  medical,  sociologic,  and 
political  problem.  In  this  first  phase  the  problems  identified 
as  mental  illness  were  mainly  the  very  sick  individuals,  the 
psychotic.  For  the  most  part  these  people  were  placed  in  large 
institutions,  usually  far  away  from  home,  where  they  were 
further  isolated  from  normal  social  contact  and  surrounded  by 
high  fences  and  brick  walls.  The  care  they  received  here  was 
largely  custodial,  ranging  in  quality  from  indifferent  to  poor. 
People  who  were  sent  to  these  institutions  were  often  destined 
to  spend  the  rest  of  their  lives  behind  their  walls.  Their  com- 
munities eventually  forgot  them,  even  their  families  wrote 
them  off  as   hopeless.  They  were  truly  society's  forgotten 
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people. 

But  even  with  their  inadequacies,  the  state  hospitals  were 
very  much  in  demand  by  the  citizens  of  the  state.  At  one  time 
even  if  money  had  been  available,  it  was  hardly  possible  to 
build  facilities  fast  enough  to  care  for  the  increasing  numbers 
of  mentally  sick  for  whom  hospitalization  was  being  sought. 

This  rising  demand  for  service  led  us  into  the  next  phase  of 
mental  health  development,  which  we  might  characterize  as 
one  of  reaction  to  crisis.  During  this  time  the  helter-skelter 
way  in  which  mental  health  programs  were  funded  and  facili- 
ties made  available  indicated  that  the  care  of  the  mentally 
sick  and  prevention  of  mental  illness  was  not  really  an  integral 
part  of  the  other  developing  governmental  programs  in  the 
state.  Programs  and  facilities  were  rarely  if  ever  planned  and 
were  provided  only  in  reaction  to  immediate  pressures. 

In  the  early  1940's  the  first  attempt  was  made  to  bring 
some  order  into  the  programming  and  planning  of  facilities 
when  a  unified  Board  of  Trustees  was  appointed  to  determine 
the  policy  for  the  mental  health  program.  It  was  at  this  point 
that  the  North  Carolina  program  began  to  develop  in  a  more 
orderly  fashion  with  some  attempt  to  look  ahead  at  the  medium 
range  needs  and  to  set  some  rational  goals  and  try  to  plan 
programs. 

Several  factors  nationally  gave  increased  impetus  to  this 
phase  of  mental  health  development.  First  World  War  II  itself 
sharply  pointed  up  the  amount  of  incapacity,  inefficiency,  and 
unhappiness  brought  about  by  emotional  stresses  and  strains 
stemming  from  a  variety  of  causes. 

As  we  learned  more  about  human  behavior,  we  found  that 
there  are  numbers  of  people  who,  though  they  are  not  sick 
enough  to  be  in  an  institution,  are  unable  to  function  effec- 
tively because  of  their  symptoms  of  anxieties  or  phobias,  or 
depressions.  Recognition  of  this  group  or  persons  broadened 
our  view  of  mental  health  and  illness. 

Horizons  were  further  pushed  back  when  it  was  recognized 
that  there  is  another  large  group  of  people  who,  though  they 
are  not  psychotic,  do  have  problems  that  intefere  with  their 
life  adjustment,  especially  in  their  relationships  with  other 
people.  These  people  are  capable  of  producing  a  considerable 
amount  of  social  disruption  and  disorder  within  their  families 
and  in  their  communities.  This  is  the  group  of  problems  called 
character  disorders. 
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Problems  Complicated 

As  we  learned  still  more  about  people  and  their  problems, 
the  problems  of  mental  health  became  more  complicated  and 
more  inclusive.  It  was  found,  for  example,  that  where  people 
are  faced  with  various  kinds  of  life  crises  producing  stress 
and  strain,  this  stress  and  strain  can  go  into  more  serious  kinds 
of  mental  and  emotional  difficulties.  The  loss  of  loved  ones; 
physical  handicaps,  resulting  from  accident  or  illness;  prob- 
lems that  occur  in  a  family  when  a  retarded  child  is  discovered 
are  examples  of  crises  situations  producing  stress.  Experience 
has  shown  that  when  early  intervention  is  accomplished  in 
these  crises  situations  mental  illness  can  be  avoided. 

In  this  particular  phase  of  our  development  we  were  learning 
too  that  there  are  a  great  many  mental  health  problems  among 
school  age  children.  Here  the  challenge  is  the  very  real  respon- 
sibility of  prevention  or  early  case  detection.  We  found  that 
we  have  an  increasing  responsibility  to  help  teachers  to  be 
alert  to  recognize  early  symptoms  of  emotional  distress  in  their 
students  and  to  understand  the  importance  of  early  referral 
to  appropriate  help.  We  began  to  gain  increasing  awareness 
too  that  welfare  case  loads  are  another  major  area  of  mental 
health  concern.  There  was  recognition  that  there  is  high  pro- 
portion of  mental  health  problems  (including  alcoholism, 
mental  retardation  and  schizophrenia  )  among  public  assistance 
recipients. 

Another  problem  of  great  magnitude  that  we  began  to  face 
up  to  during  this  second  phase  of  our  development  was  that  of 
our  aging  population.  Nearly  27%  of  the  resident  population  of 
North  Carolina's  four  psychiatric  hospitals  is  65  years  of  age 
or  older.  Many  of  these  old  people  will  spend  the  remainder  of 
their  days  in  these  hospitals,  not  because  they  are  psychia- 
trically  ill;  but  because  community  resources  for  their  care 
and/or  rehabilitation  are  either  inadequate  or  non-existent. 

It  became  obvious  that  to  deal  with  these  all-pervasive 
problems  of  mental  health  would  require  an  equally  broad  scale 
attack  calling  for  the  dedicated  efforts  of  many  professionals 
and  agencies.  It  became  equally  obvious,  however,  as  mental 
health  professionals  weighed  their  ability  to  launch  such  a 
broad  attack,  the  whole  field  was  in  a  woeful  state  of  un- 
preparedness.  Deficiencies  wrought  by  many  years  of  limited 
knowledge,  neglect,  and  apathy  were  brought  into  base  relief. 
Mental  health  was  beset  with  a  sense  of  inadequacy;  particu- 
larly in  its  isolation,  its  manpower  supply,  its  lack  of  com- 
munication, its  minimally  developed  interagency  and  inter- 
professional relationships,  and  perhaps  most  glaring  of  all. 
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its  deficiencies  in  patterns  of  patient  care. 
Isolation 

Perhaps  there  is  no  better  symbol  of  the  isolation  of  mental 
health  professionals  as  well  as  of  the  institutions  from  each 
other,  from  the  community  and  from  other  agencies  than  the 
monolithic  "Human  Warehouses"  which  we  knew  first  as 
"insane  asylums"  and  then  later  as  the  state  hospitals.  These 
institutions,  as  I  said,  were  located  either  in  the  country  or  on 
the  periphery  of  cities,  usually  surrounded  by  high  walls  or 
fences.  These  served  very  effectively  in  keeping  citizens  and 
agencies  of  the  community  out,  while  at  the  same  time  serving, 
though  not  quite  so  effectively,  to  keep  the  patients  in. 

Manpower 

The  second  area  of  deficiency  with  which  mental  health 
would  have  to  deal  before  it  could  launch  a  broad  attack  on 
mental  health  problems  was  that  of  the  acute  shortage  of 
trained  manpower  in  the  psychiatric  and  allied  professions.  In 
a  survey  of  North  Carolina's  mental  hospitals  conducted  by 
the  American  Psychiatric  Association  and  completed  in  June 
1950,  it  was  found  that  the  doctor-patient  ratio  for  the  mental 
hospital  system  averaged  1  doctor  to  210  patients.  At  that 
time  the  APA  was  recommending  a  ratio  of  1  to  100  plus  a 
quota  of  occupational  therapists,  attendants,  nurses,  social 
workers,  psychologists,  and  other  supporting  personnel  who 
would  be  able  to  implement  a  program  of  active  treatment 
rather  than  continuing  the  pattern  of  offering  only  custodial 
care.  While  the  manpower  shortage  continued  and  deepened 
little  planning  had  been  done  to  meet  the  problem.  In  the 
absence  of  collaborative  relationships  between  the  academic 
centers  of  the  state  and  the  official  mental  health  agencies, 
training  programs  were  practically  non-existent  and  the  flow 
of  young,  trained,  creative  professionals  into  public  mental 
health  systems  was  only  a  trickle. 

Communications 

Whether  we  consider  the  kinds  of  records  that  were  kept  on 
our  state  hospital  patients,  or  whether  we  look  at  the  way  in 
which  we  brought  mental  health  needs  to  the  attention  of  the 
State  Legislature,  we  saw  that  the  communication  networks 
which  are  vital  to  a  mental  health  agency  were  not  operating. 
We  came  to  understand  that  a  state  mental  health  program 
derives  its  strength  from  an  effective  communications  net- 
work; first,  through  the  organizational  structure  of  the  depart- 
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ment  itself,  which  includes  the  very  important  inter-agency 
relationships  with  other  health,  welfare,  and  educational  pro- 
grams; second,  with  the  citizens  as  a  whole;  third,  to  the  legis- 
lative and  budgetary  bodies;  and  fourth,  to  the  universities  and 
academic  centers.  We  saw  that  until  both  quantity  and  quality 
of  communications  from  and  to  these  elements  was  greatly 
increased,  the  mental  health  programs  would  not  have  the 
strength  or  the  flexibility  to  provide  the  necessary  leadership. 

Inter-Agency  and  Inter-Professional  Relationships 

Inter-agency  and  inter-professional  relationships  was  an- 
other area  in  which  we  saw  glaring  inadequacies.  We  had 
learned,  for  example  that  welfare  (now  Social  Service)  case 
recipients  have  mental  health  and  mental  retardation  prob- 
lems to  a  high  degree.  But,  we  found  virtually  little  relation- 
ship either  formal  or  informal  existing  between  the  social 
service  agencies  and  the  mental  health  agencies  in  the  state. 
In  the  same  way  we  knew  that  the  public  schools  were  in  the 
front  lines  of  mental  health  work,  with  a  real  opportunity  for 
preventive  intervention,  but  little  progress  had  been  made  in 
developing  a  mutually  helpful  relationship  between  the  two 
programs.  Vocational  rehabilitation  as  another  example,  we 
knew  had  a  tremendous,  though  largely  untapped  role  to  play 
in  restoring  mentally  handicapped  citizens  to  satisfying,  pro- 
ductive and  self-supporting  occupations.  VR  at  that  time  was 
largely  oriented  towards  physically  handicapped  people  and 
had  not  realized  its  potential  contribution  in  the  field  of  mental 
handicaps.  At  the  intra-professional  level  there  was  little 
exchange  between  the  mental  health  professionals  and  the 
practicing  physicians  of  the  state,  even  though  the  evidence 
was  that  the  private  physician  was  seeing  a  great  deal  more 
mental  health  and  mental  retardation  problems  than  ever 
came  directly  into  the  orbit  of  the  state  mental  hospitals. 
Numerous  other  instances  could  be  cited  where  relationships 
between  agencies  and  professionals  who  should  by  virtue  of 
their  mutual  interests  have  been  firm,  were  virtually  non- 
existent. 

Deficiencies  in  Patterns  of  Patient  Care 

Unfortunately  all  of  the  deficiencies  which  I  have  mentioned 
thus  far  contributed  toward  the  major  deficiency  in  the  mental 
health  system  of  20  to  25  years  ago;  namely,  in  the  patterns  of 
patient  care.  As  I  have  said,  at  that  time,  and  for  a  good  many 
years  before  that,  the  mental  health  facilities  and  programs 
attempted  to  meet  only  the  minimal  needs  of  the  citizens. 
Patients  entering  these  institutions  were  often  destined  to 
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spend  the  rest  of  their  lives  behind  their  walls.  Custodial  care, 
and  that  often  of  poor  quality,  was  about  all  the  patient  or  his 
family  could  expect.  Discontinuity  in  patient  care  made  it 
difficult  to  get  off  the  one-way  street  which  seemed  to  lead 
always  to  the  hospital  but  never  back  to  the  community. 
Notable  among  these  was  the  lack  of  aftercare  services  to 
provide  follow-up  and  supportive  care  for  patients  following 
their  hospitalization.  Thus,  even  when  patients  were  moved 
back  to  the  community,  many  relapsed  within  a  short  time  and 
the  rate  of  readmission  was  extremely  high.  Though  there  were 
a  few  outpatient  mental  health  clinics  in  some  communities 
over  the  state,  they  did  not  consider  the  patients  returning 
from  the  state  hospitals  and  retardation  centers  as  being 
recipients  of  their  services. 

For  the  patients  there  was  usually  one  route  by  which  they 
came  into  the  state  mental  health  institutions.  A  referral  net- 
work made  up  of  agencies  and  professionals  at  the  community 
level  was  unknown  at  that  time.  The  referral  route  was  always 
through  the  courts,  therefore  a  judicial  and  punitive  action 
rather  than  a  therapeutic  one. 

The  state  mental  institution  at  that  time  was  oriented  toward 
chronicity,  expected  it,  yes,  unwittingly  encouraged  it.  Chron- 
icity  was  encouraged  by  the  very  organization  of  the  hospital 
itself,  which  devoted  the  bulk  of  its  resources  to  treatment  of 
the  newly  admitted,  acutely  ill  patient  and  less  and  less  of  its 
resources  to  treatment  of  the  sicker  patients  who  did  not 
improve  in  the  first  phase  of  their  treatment. 

Programming  for  Change 

Out  of  this  period  of  increasing  public  demand  for  services 
and  programs,  along  with  a  broadened  understanding  on  the 
part  of  mental  health  professionals  of  the  scope  of  mental 
health  problems,  linked  with  a  realistic,  if  discouraging,  assess- 
ment of  our  deficiencies  we  were  ready  to  move  into  yet  another 
phase  in  our  development.  I  have  chosen  to  call  this  phase, 
programming  for  change.  Beginning  in  the  50's  and  continuing 
into  the  60's  we  moved  into  a  dynamic  and  exciting  period  of 
program  development  in  which  we  aimed  to  erase  the  defici- 
encies of  which  we  had  become  so  keenly  aware  and  to  gear 
our  programs  to  provide  the  citizens  of  the  state  with  a  truly 
comprehensive  range  of  service  for  mental  illness,  retardation, 
and  alcoholism. 

There  is  not  time  to  detail  for  this  audience  all  of  the  many 
programs  which  have  been  developed,  however,  I  would  like 
to  review  some  of  the  highlights. 
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Our  manpower  deficiencies  were  uppermost  in  our  minds. 
We  realized  that  if  we  were  to  have  truly  therapeutic  programs, 
we  must  have  more  and  better  trained  mental  health  workers. 

We  began  new  and  expanded  upon  already  existing  colla- 
borative affiliations  with  the  universities  for  the  training  of 
psychiatrists,  psychologists,  social  workers  and  nurses.  Under 
these  arrangements  the  universities  had  the  academic  input 
to  the  program  and  we  were  able  to  offer  funds  and  our  various 
facilities  as  training  sites.  We  established  our  own  psychiatric 
residency  training  programs,  first  at  Dorothea  Dix  Hospital 
and  then  later  at  John  Umstead  Hospital.  In  addition  a  training 
program  in  child  psychiatry  was  set  up  through  the  Children's 
Psychiatric  Institute  at  Butner  and  later  at  Dorothea  Dix  Hos- 
pital. Hospitals  and  centers  for  retarded  became  affiliated 
with  hospital  schools  of  nursing  throughout  the  state  and  began 
to  receive  student  nurses  for  their  mental  health  training. 

During  the  period  of  the  60's  ail  of  our  facilities  began  to 
stress  inservice  training  to  help  their  staffs  grow  personally 
and  professionally  and  to  improve  their  skills  in  patient  care. 

One  of  the  unique  training  programs  to  develop  during  this 
period  was  the  Mental  Retardation  Training  Institute  located  at 
Butner,  but  extending  into  the  communities.  It  has  concen- 
trated on  training  professionals  at  the  local  level— public  health 
nurses,  vocational  rehabilitation  counselors,  public  school 
teachers,  social  service  caseworkers — to  work  with  the  retarded 
and  their  families. 

In  still  another  effort  to  broaden  the  base  of  mental  health 
manpower,  we  began  a  physician  education-consultation  proj- 
ect under  the  direction  of  the  late  Dr.  Jimmy  Cathell,  whose 
goal  was  to  help  physicians  in  private  practice  better  manage 
their  patients  who  had  mental  and  emotional  problems.  This 
approach  was  shown  to  have  a  direct  effect  upon  reducing 
admissions  to  our  state  psychiatric  hospitals  from  areas  in 
which  the  physicians  were  a  part  of  Dr.  Cathell's  program. 

In  still  another  approach  to  bringing  increased  manpower 
to  bear  we  experimented  with  a  unique  training  program  in 
community  psychiatry.  A  resident  in  psychiatry  was  given 
responsibility  for  all  the  patients  who  came  under  the  care  of 
the  mental  health  system  in  a  given  geographic  area,  whether 
those  patients  were  actually  in  the  hospital  or  whether  they 
were  in  the  community.  The  resident  found,  of  course,  that 
this  task,  when  approached  by  a  single  psychiatrist  or  even  by 
a  staff  at  the  hospital,  began  to  look  to  the  community  and  to 
develop  allies  among  both  the  formal  agency  and  the  volunteer 
structure  of  the  community  in  order  to  get  them  involved  in 
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sharing  the   care   and    rehabilitation   of   patients  from   that 
community. 

In  response  to  the  problem  of  isolation  about  which  I  have 
spoken,  we  proceeded  through  a  series  of  steps  related  to 
changing  our  organizational  structure  for  service  delivery. 

The  first  of  these  steps,  which  I  have  already  mentioned, 
had  taken  place  in  1943  when  all  the  state  institutions  for 
retarded  and  mentally  ill  were  brought  together  under  the 
direction  of  a  Hospitals  Board  of  Control. 


New  Department  Created 

Then  in  1963  the  State  Legislature  created  the  Department 
of  Mental  Health,  giving  it  a  mandate  not  only  for  the  operation 
of  residential  facilities  but  also  to  work  with  the  communities 
in  developing  community  based  mental  health  programs  and 
as  well  to  cooperate  with  other  agencies  in  the  provision  of 
better  and  more  comprehensive  services. 

There  followed  a  two  year  period  of  comprehensive  mental 
health  planning  which  culminated  in  a  plan  calling  for  dividing 
the  state  into  a  number— now  41— of  local  program  areas.  Each 
of  these  program  areas  is  to  be  served  by  a  comprehensive 
community  mental  health  center  with  essential  services  such 
as  in-patient  and  out-patient  services,  24-hour  emergency 
agencies  or  professionals  built  into  each  center's  program. 

The  next  step  was  the  division  of  the  state  into  4  mental 
health  regions  and  the  assignment  of  one  state  psychiatric 
hospital,  one  retardation  center  and  later  one  alcoholism  center 
to  serve  each  region.  Patients  are  admitted  to  the  appropriate 
residential  facility  which  was  assigned  to  serve  their  region. 

Another  important  step  was  made  when  the  geographic  unit 
of  care  was  adopted  in  our  state  hospitals.  Under  this  plan, 
the  large  hospital  was  decentralized  into  a  number  of  smaller 
units,  with  each  of  these  units  aligning  itself  with  its  com- 
munity area  component.  The  aim  was  that  the  hospital  and 
community  components  could  be  welded  into  one  system 
providing  continuity  and  comprehensiveness  of  care  for  the 
patient. 

We  attempted  further  to  deal  with  our  deficiencies  in  com- 
munication which  we  found  got  in  the  way  of  our  ability  to 
deliver  high  quality  patient  care.  Our  ability  to  change  and 
adapt  was  severely  limited  by  lack  of  communications  at  all 
levels.  We  organized  a  division  of  statistics  in  an  attempt  to 
provide  us  with  channels  for  feedback  in  regard  to  our  patient 
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population,  its  charateristics  and  its  movennent. 

We  found  that  communication  about  our  patients  from  one 
professional  to  another  was  severely  limited  by  an  outmoded 
medical  record  system.  Accordingly,  we  launched  a  Records 
Improvement  Project  under  the  direction  of  a  highly  competent 
professional  medical  records  librarian.  This  effort  produced 
a  new  medical  record  for  the  Department  of  Mental  Health 
which  is  geared  to  a  therapeutic  rehabilitative  approach  rather 
than  a  custodial  one. 

We  attempted  to  deal  further  with  the  problem  of  inadequate 
communication  as  it  related  to  the  power  structure,  a  problem 
which  often  tied  in  directly  with  our  ability  to  get  funds  to 
support  needed  new  programs.  We  began  efforts  to  open  up 
both  communication  and  educational  channels  to  the  Board  of 
Mental  Health,  to  the  State  Legislature,  to  the  volunteer 
agencies  related  to  mental  health  and  mental  retardation  and 
to  the  public  at  large. 


Inter-Agency  Relationships 

In  facing  our  deficiencies  in  inter-agency  and  inter-profes- 
sional relationships,  we  recognized  that  through  the  years  a 
number  of  different  groups,  other  than  the  Department  of 
Mental  Health,  had  shouldered  various  aspects  of  the  problems 
related  to  mental  health.  These  included  the  Governor's  Mental 
Health  Council,  the  Council  on  Mental  Retardation,  our  own 
Medical  Advisory  Council,  Comprehensive  Health  Planning, 
the  Department  of  Corrections,  the  private  physicians  over  the 
state.  Vocational  Rehabilitation,  Public  Instruction,  Social 
Services,  and  others.  We  began  a  concerted  and  conscious 
effort  to  enter  into  collaborative  and  cooperative  relationships 
with  these  and  with  other  groups  in  order  to  bring  all  of  our 
various  efforts  into  a  more  coordinated  approach.  Among  the 
many  approaches  and  programs  which  have  been  developed 
toward  this  end  we  take  a  great  deal  of  satisfaction  in  our 
collaborative  programs  particularly  with  two  state  agencies 
The  Department  of  Corrections  and  Vocational  Rehabilitation. 
We  think  that  each  of  these  programs  has  demonstrated  the 
efficacy  of  working  together  toward  the  common  goal  of  pro- 
viding better  services  to  people  in  order  to  meet  their  needs. 

I  wish  to  emphasize  that  through  all  of  this  programming 
aimed  at  erasing  deficiencies  a  common  theme  has  run  in  that 
of  improving  the  patterns  of  patient  care.  So  in  a  sense  all  of 
the  programs  which  I  have  mentioned  and  many  that  I  have 
not,  because  of  time,  have  made  a  contribution,  either  directly 


E.  HARGROVE  21 


to  the  improvement  of  patient  care.  However,  there  are  some 
programs  which  I  would  like  to  mention  which  have  been 
developed  with  specific  groups  of  patients  in  mind  and  which 
have  been  in  some  ways  unique  and  creative. 

We  recognized  for  example  that  most  of  our  programs  have 
traditionally  been  aimed  at  adults;  that  emotionally  disturbed 
children  had  been  short-changed  in  our  system.  We  have  taken 
a  number  of  steps  to  try  to  correct  this  deficiency  in  patient 
care,  though  recognizing  at  the  same  time,  as  has  the  Gov- 
ernor's Commission  on  Emotionally  Disturbed  Children,  that 
there  is  still  much  to  be  done.  The  establishment  of  project 
Re-Ed  at  Wright  School  is  an  effort  to  keep  the  moderately 
mentally  disturbed  child  in  a  school  program  and  at  the  same 
time  bring  the  insights  of  psychiatric  understanding  to  bear 
on  his  reeducation  process.  At  the  same  time  it  serves  as  a 
training  laboratory  for  teachers  through  which  they  learn  how 
to  deal  more  adequately  with  troubled  children  in  the  class- 
room environment. 

I  think  that  our  unity  system  of  operation  in  the  state  hos- 
pitals has  stimulated  a  great  deal  of  creative  programming 
which  has  produced  a  number  of  innovative  approaches  to 
patient  care,  particularly  for  the  chronic  patient,  the  schizo- 
phrenic, the  geriatric  patient  and  others.  I  think  that  these  new 
ways  of  delivering  service  to  patients  would  not  have  developed 
under  the  old  system  where  the  chronically  ill  patient  was 
moved  farther  and  farther  into  the  back  wards  where  he  was 
virtually  out  of  touch  with  the  therapeutic  programs  of  the 
hospital. 

Another  innovative  approach  to  delivery  of  service  is  repre- 
sented by  the  conversion  of  some  of  the  prison  units  over  the 
state  into  therapeutic  alcoholism  centers,  with  both  consulta- 
tion and  treatment  input  from  the  community  mental  health 
program.  Other  approaches  which  are  pointing  the  way  toward 
new  patterns  of  patient  care  are  embodied  in  our  unit  for  the 
multi-handicapped  blind  which  is  operated  as  part  of  our 
Murdoch  Center  at  Butner  and  in  the  new  Infant  Stimulation 
Unit  which  is  developing  at  Western  Carolina  Center  in  Mor- 
ganton. 

At  a  point  in  the  latter  years  of  the  60's,  we  began  to  take  a 
reflective  look  at  the  rich  diversity  of  programs  which  had 
been  developed.  We  were  proud  of  all  these  programs  but  we 
still  had  a  feeling  of  dissatisfaction  that  something  was  missing 
in  all  of  this  creative  and  innovative  activity.  We  felt  that  we 
had  been  in  a  sense  trying  to  solve  each  problem  separately 
by  adding  functions  piecemeal  to  our  organization.  The  prob- 
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lem  remained  the  lack  of  integrated  functions,  the  lack  of  a 
holistic  approach.  We  were  searching  for  a  structure  that 
would  bring  a  unity,  an  organizational  purpose,  to  our  activities 
but  still  allow  for  spontaneity  and  creativity  in  developing  a 
continued  diversity  of  approaches. 


Search  For  Unity 

It  was  at  this  point  that  the  Department  began  to  search  for 
the  tools  which  would  allow  us  to  take  this  kind  of  holistic 
approach  that  would  allow  us  to  achieve  an  integrated  func- 
tioning of  all  our  various  components  and  parts. 

Earlier  in  our  career  we  found  in  both  aesthetics  and  in 
biology  some  references  to  the  approach  we  were  seeking. 

I  should  like  to  quote  extensively  from  The  Creative  Mind 
by  Bronowski.  He  writes;  "No  scientific  theory  is  a  collection 
of  facts.  It  will  not  even  do  to  call  a  theory  true  or  false  in  the 
simple  sense  in  which  every  fact  is  either  so  or  not  so  .  .  .  the 
scientist  looks  for  order  in  the  appearances  of  nature  by  explor- 
ing such  likenesses.  For  order  does  not  display  itself  of  itself; 
if  it  can  be  said  to  be  there  at  all,  it  is  not  there  for  the  mere 
looking.  There  is  no  way  of  pointing  a  finger  or  a  camera  at  it; 
order  must  be  discovered  and  in  a  deep  sense,  it  must  be 
creative.  What  we  see  as  we  see  it  is  mere  disorder." 

"This  point  has  been  put  trenchantly  in  a  fable  by  Professor 
Karl  Popper.  Suppose  that  someone  wished  to  give  his  whole 
life  to  science.  Suppose  that  he  therefore  sat  down,  pencil  in 
hand,  and  for  the  next  twenty,  thirty,  forty  years  recorded  in 
notebook  after  notebook  everything  that  he  could  observe.  He 
may  be  supposed  to  leave  out  nothing;  today's  humidity,  the 
racing  results,  the  level  of  cosmic  radiation  and  the  stock 
market  prices  and  the  look  of  Mars,  all  would  be  there.  He 
would  have  compiled  the  most  careful  record  of  nature  that 
has  ever  been  made;  and,  dying  in  the  calm  certainty  of  a  life 
well  spent,  he  would  of  course  leave  his  notebooks  to  the 
Royal  Society.  Would  the  Royal  Society  thank  him  for  the 
treasure  of  a  lifetime  of  observation?  It  would  not.  It  would 
refuse  to  open  his  notebooks  at  all  because  it  would  know 
without  looking  that  they  contained  only  a  jumble  of  dis- 
orderly meaningless  items." 

"Science  finds  order  and  meaning  in  our  experience,  and 
sets  about  this  in  quite  a  different  way.  The  progress  of  science 
is  the  discovery  at  each  step  of  a  new  order  which  gives  unity 
to  what  had  long  seemed  unlike.  Faraday  did  this  when  he 
closed   the   link   between   electricity  and   magnetism.   Clerk 
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Maxwell  did  it  when  he  linked  both  with  light.  Einstein  linked 
time  with  space,  mass  with  energy,  and  the  path  of  light  past 
the  sun  with  the  flight  of  a  bullet;  and  spent  his  dying  years  in 
trying  to  add  to  these  likenesses  another,  which  would  find  a 
single  imaginative  order  between  the  equations  of  Clerk 
Maxwell  and  his  own  geometry  of  gravitation." 

When  Coleridge  tried  to  define  beauty  he  returned  always 
to  one  deep  thought:  Beauty  he  said  is  "unity  in  variety." 
Science  is  nothing  else  than  the  search  to  discover  unity  in 
the  wild  variety  of  nature — or  more  exactly,  in  the  variety  of 
our  experience.  Poetry,  painting,  the  arts  are  the  same  search, 
in  Coleridge's  phrase  for  unity  in  variety.  Each  in  its  own  way 
looks  for  likenesses  under  the  variety  of  human  experience. 
What  is  a  poetic  image  but  the  seizing  and  the  exploration  of  a 
hidden  likeness,  in  holding  together  two  parts  of  a  comparison 
which  are  to  give  depth  each  to  the  other?  When  Romeo  finds 
Juliet  in  the  tomb,  and  he  thinks  her  dead,  he  uses  in  his 
heartbreaking  speech  the  words:  "Death  that  hath  suet  the 
honey  of  thy  breath." 

Still  another  writer,  a  biologist,  Edmund  W.  Sinnott  in  a 
book  called  Cell  and  Psyche  expresses  a  similar  idea  in  a 
different  way.  He  tells  us  "What,  then,  can  the  biologist  tell  us 
about  the  curious  phenomenon  with  which  he  deals?  The 
nineteenth  century  produced  the  magnificient  conception  of 
life  as  dynamic,  changing,  ever  moving  forward;  of  the  history 
of  the  world  as  the  great  stage  on  which  the  drama  of  organic 
evolution  is  being  enacted.  But  it  also  established  the  equally 
important  conception  that  life  has  its  physical  basis  in  that 
remarkable  material  system  which  is  called  "protoplasm." 

The  task  of  the  biologist  is  therefore  to  understand  this 
remarkable  living  material. 

"Protoplasm  is  a  far  more  complicated  affair,  however,  than 
biologists  of  a  generation  ago  imagined  it  to  be.  Protoplasm 
is  a  bridge  anchored  at  one  end  in  the  simple  stuff  of  chemis- 
try and  physics,  but  at  the  other  reaching  far  across  into  the 
mysterious  dominions  of  the  human  spirit." 

"What,  we  may  ask,  is  the  essential  character  of  this 
mechanism,  the  quality  that  best  distinguishes  it?  An  obvious 
answer  would  be  that  it  contains  some  substance  or  sub- 
stances which  make  it  what  it  is.  This  answer  has  often  been 
given;  and  the  increase  in  our  knowledge  of  the  chemical 
activities  of  living  stuff  and  of  the  physiological  importance 
of  specific  substances  like  the  hormones  has  persuaded  many 
biologists  that  the  secret  of  life  is  indeed  to  be  found  in  a 
persistent  analysis  of  its  biochemical  behavior. 
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"Others,  however,  who  see  the  difficulty  of  this  concept  if 
it  is  carried  very  far,  have  come  to  realize  that  it  is  not  the 
character  of  the  constituents  of  the  living  thing,  but  the 
relations  between  them  which  are  most  significant.  An  organ- 
ism is  an  organized  system,  each  part  or  quality  so  related  to 
all  the  rest  that  in  its  growth  the  individual  marches  on  through 
a  series  of  specific  steps  to  a  specific  end  or  culmination, 
maintaining  throughout  its  course  a  delicately  balanced  state 
of  form  and  function  which  tends  to  restore  itself  if  it  is 
altered." 

"Through  all  the  complexity  which  it  is  the  task  of  the 
biologist  to  analyze  thus  runs  one  fundamental  fact  common 
to  every  living  thing:  protoplasm  builds  organisms.  It  does  not 
grow  into  indeterminate,  formless  masses  of  living  stuff.  The 
growth  and  activity  shown  by  plants  and  animals  are  not 
random  processes  but  are  so  controlled  that  they  form  inte- 
grated, coordinated,  organized  systems.  The  word  organism 
is  one  of  the  happiest  in  biology,  for  it  emphasizes  what  is 
now  generally  regarded  as  the  most  characteristic  trait  of  a 
living  thing,  its  organization.  Here  is  the  ultimate  battleground 
of  biology,  the  citadel  which  must  be  stormed  if  the  secrets  of 
life  are  to  be  understood." 

Organization  is  evident  in  diverse  processes,  at  many  levels, 
and  varying  degrees  of  activity.  It  is  especially  conspicuous  in 
the  orderly  growth  which  every  organism  undergoes  and  which 
produces  the  specific  forms  so  characteristic  of  life. 

General  Systems  Theory 

Where  could  we  find  this  "unity  in  diversity"  for  a  social 
system  attempting  to  deliver  mental  health  care?  General 
systems  theory  seemed  to  offer  an  answer. 

The  Division  of  Planning  searched  for  applications  of  gen- 
eral systems  theory  which  would  fit  North  Carolina.  In  the 
search  we  discovered  key  factor  logic,  a  methodology  based  on 
general  systems  theory,  which  had  been  developed  by  Dr. 
Irwin  Jarrett. 

In  the  1970  John  Umstead  Series  of  Distinguished  Lectures 
you  heard  me  describe  this  methodology  for  achieving  a 
holistic  approach  as  applied  to  the  Department  of  Mental 
Health. 

Through  this  methodology,  the  unity  lies  in  the  accomplish- 
ment, or  the  output.  The  programs  which  produce  the  accom- 
plishments will  be  the  variety  in  this  framework.  At  one  time 
in  our  development,   programs  have  to  be  standardized   in 
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order  to  give  quality  control  or  unity.  Thus  we  had  the  five 
essential  services  imposed  as  a  requirement  for  "comprehen- 
siveness", in  order  to  give  quality  control,  or  unity.  What  was 
lacking  in  this  approach  was  a  clear  identification  of  "What 
was  to  be  accomplished?"  Once  the  accomplishment  has  been 
defined,  a  broad  diversity  of  services,  including  the  five  so- 
called  essential  services,  can  be  considered  and  those  imple- 
mented which  are  most  applicable  for  a  particular  population. 

We  are  now  in  the  second  phase  of  key  factor  logic — ^that  is 
the  task  of  setting  goals  and  developing  programs  for  the 
delivery  of  services  aimed  at  accomplishment  of  the  goals. 
However,  in  the  second  phase  we  recognized  that  we  would 
have  to  find  a  different  way  of  organizing  the  input  into  the 
key  factor  logic  methodology  than  we  had  employed  in  the 
first  phase.  How  was  that  to  be  done? 

Area  Program  Concept 

The  answer  came  rather  naturally  out  of  another  concept 
which  had  been  developing  concurrently  with  that  of  key 
factor  logic;  namely  the  area  program  concept— another  effort 
to  achieve  unity  in  diversity  and  a  holistic  approach.  This 
concept  had  developed  out  of  our  efforts  to  bring  together 
the  disparate  elements  of  our  system,  namely  the  community 
program  and  the  institutional  program  elements.  Related  to 
these  experiences,  the  concept  of  an  area  program  has  been 
defined;  that  is,  a  comprehensive  mental  health  program 
serving  a  population,  bringing  together  resources  from  the 
regional  mental  hospital,  the  center  for  the  retarded,  the 
alcoholism  programs,  the  community  mental  health  center  and 
other  elements.  Included  in  this  concept  is  the  role  and  func- 
tion of  a  designated  area  director  who  will  have  overall  respon- 
sibility for  the  program,  whether  based  in  the  community  or  in 
the  state  institution. 

It  seemed  logical  to  us  that  in  determining  goals  and  desig- 
nating programs  (that  is  the  second  phase  of  key  factor  logic ) 
could  be  organized  according  to  the  area  concept. 

Accordingly  41  area  core  groups  were  formed  throughout 
the  state.  They  are  comprised  of  the  4  mental  health  com- 
ponents, embodied  in  the  area  concept,  plus  in  most  cases 
interagency  representation  from  the  other  human  services 
agencies  and  professional  groups  serving  the  area.  Each  of 
these  core  groups  is  now  in  process  of  developing  goals  based 
on  the  problems  and  needs  of  their  particular  area  population. 
From  these,  programs  and  sen/ices  will  be  developed  aimed 
at  the  accomplishment  of  these  goals.  One  of  the  important 
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outputs  of  this  process  will  be  a  computer  based,  on  line, 
information  system  through  which  we  will  be  able  to  maintain 
a  continuous  monitoring  of  both  the  efficiency  and  the  effec- 
tiveness of  our  programs  in  delivering  services  to  the  people. 

Although  the  goal  development  phase  is  not  yet  complete,  I 
think  we  can  already  begin  to  see  a  clustering  of  the  goals  in 
certain  very  important  areas.  I  am  thinking  particularly  of  the 
whole  area  of  children's  and  youth  services,  MR,  drug  abuse, 
alcoholism,  geriatrics,  and,  almost  equally  important,  that  of 
training.  It  follows  therefore  that  a  considerable  share  of  the 
resources  of  the  Department  of  Mental  Health,  through  its 
area  program  components,  will  be  devoted  to  programs  in  these 
two  major  emphasis  areas. 

To  illustrate  how  we  are  now  using  key  factor  logic  in  our 
approach  to  problem  solving,  let  me  mention  some  discussions 
we  have  been  having  in  regard  to  the  broad  area  of  training 
in  the  Department. 

In  the  past  our  approach  to  training  has  been  to  develop 
the  various  training  programs  (the  curricula  )  first,  to  put  the 
trainees  through  those  curricula  and  then  to  try  to  fit  the 
trainees  with  needs  that  existed  within  the  system.  The  fit  was 
often  a  poor  one,  and  we  developed  inservice  training  and 
continuing  education  to  try  to  fill  the  gaps  in  their  original 
skills  and  training. 

Now,  using  key  factor  logic,  we  are  beginning  to  plan  for 
training  by  first  defining  the  accomplishment  or  output  ex- 
pected; that  is,  in  terms  of  the  mental  health,  functioning,  etc. 
of  people.  Next,  we  will  define  what  the  "processor"  must  do— 
in  other  words  what  skills  the  "therapists"  must  have.  With 
these  two  components  clearly  delineated,  we  will  then  be  in 
a  position  to  design  training  curricula  (programs)  which  will 
produce  the  expected  professionals. 

Summary 

In  summary,  mental  health  has  passed  through  several 
phases  in  arriving  at  the  decade  of  the  Seventies. 

First,  we  identified  major  problems  that  we  faced.  These 
were  the  magnitude  and  ubiquity  of  mental  health  problems; 
and  our  state  of  unpreparedness  for  dealing  with  the  broad 
scope  of  these  problems.  Deficiencies  became  apparent— our 
isolation;  the  manpower  shortage;  lack  of  communication; 
minimally  developed  interagency  and  interprofessional  rela- 
tionships; and  our  deficiencies  in  patterns  of  patient  care. 

Next,  began  a  period  of  flourishing  program  development 
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aimed  at  correcting  the  deficiencies  and  reducing  the  magni- 
tude of  mental  health  problems  of  our  citizens. 

But  the  realization  came  that  our  approach  was  a  "piece- 
meal" one;  that  we  were  designing  solutions  before  deciding 
clearly  exactly  what  we  wished  to  accomplish. 

We  began  a  search  for  ways  to  achieve  a  "holistic"  approach. 
We  think  that  we  found  a  way  through  our  Area  Concept  as  a 
means  of  organizing  our  resources;  and  through  key  factor 
logic  application  in  solving  problems. 

Through  these  means  we  are  convinced  that  we  have  found 
the  keys  to  achieving  both  unity  and  diversity  in  Mental  Health 
Programing  for  the  Seventies. 
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MENTAL  HEALTH  DELIVERY  SYSTEMS 
IN  THE  SEVENTIES 


Vernon  E.  Wilson,  M.D. 

Administrator 

Health  Services  and  Mental  Health  Administration 

U.  S.  Department  of  Health,  Education,  and  Welfare 


it  is  my  first  duty  this  morning  to  convey  to  you  Dr.  Wilson's 
sincere  regrets  that  he  could  not  be  with  you  today.  He  was 
most  appreciative  that  you  had  invited  him  to  take  part  in 
this  year's  John  Umstead  Memorial  Lecture  series,  but  urgent 
and  unforeseen  business  in  this  season  of  high  urgency  kept 
him  in  Washington.* 

The  dedication  of  this  series  to  the  North  Carolina  legis- 
lator who  did  so  much  for  mental  health  in  your  State  is,  I 
think,  an  appropriate  and  fitting  choice.  Not  often  enough  do 
we  recognize  the  solid  contributions  that  concerned  and  in- 
formed legislators  make  to  our  health  programs.  Too  often 
we  tend  to  carp  about  what  they  do  or  don't  do  in  relation  to 
our  pet  projects.  Yet  the  health  programs  which  are  the  sub- 
ject of  these  two  days  of  meetings  would  not  have  been 
possible  without  the  interest  and  leadership  of  Mr.  Umstead 
and  men  and  women  like  him. 

Dr.  Wilson's  assignment  this  morning,  which  I  have  taken 
on,  is  to  talk  about  mental  health  delivery  systems  in  the 
seventies. 

Looking  ahead,  trying  to  set  or  predict  a  future  course  for 
any  enterprise,  has  its  problems  but  it  also  has  its  attractions. 
Nearly  everyone  at  times  likes  to  play  the  role  of  prophet.  It's 
a  hazardous  game— especially  when  both  you  and  your  audi- 
ence will  be  around  to  check  on  the  results.  But  few  of  us  can 
resist  the  temptation  to  undertake  what  the  World  Future 
Society  calls  "the  study  of  alternate  futures." 


*Delivered  by  Robert  J.  Laur,  Ph.D.,  Associate  Administrator,  at  the 
Eighth  Annual  John  Umstead  Memorial  Lecture  Series,  Raleigh,  North 
Carolina,  February  4,  1971. 
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Shaping  the  Future 

Looking  at  the  broad  field  of  heaitii  service,  and  the  mental 
health  arena  which  forms  an  important  sector  of  that  field, 
it  is  plain  that  we  have  the  choice  and  the  chance  to  shape  the 
future  for  ourselves,  at  least  to  a  very  large  extent.  We  know, 
from  the  more  than  $60  billion  spent  on  health  in  the  United 
States  each  year,  that  the  American  Society  places  the  highest 
of  values  upon  its  health.  This  enormous  resource  carries  a 
very  clear  mandate  for  us  in  the  health  enterprise,  whether 
we  practice  medicine,  operate  a  hospital,  or  administer  a 
government  agency.  The  mandate  is  to  consider  very  care- 
fully how  we  make  our  input  into  this  vast  system.  This  re- 
sponsibility applies  equally  to  all  of  us,  whether  we  work  at 
the  community,  county,  district.  State,  regional,  or  federal 
level.  It  applies  also  to  our  indispensable  partners  in  the 
private  sector  of  health  care. 

As  we  confront  our  major  concern  Tor  the  availability  and 
delivery  of  health  and  medical  care,  we  find  that  the  ex- 
ponential expansion  of  medical  research  and,  indeed,  all  life 
sciences  research  after  World  War  II  has  had  an  almost  in- 
calculable impact.  Directly  and  indirectly,  it  has  produced 
not  only  basic  research  findings  applicable  to  the  prevention 
and  treatment  of  disease,  but  also  a  tremendous  technological 
change  for  utilization  of  those  research  findings.  It  has  ex- 
panded relative  manpower  and  facilities  needs,  and  precipi- 
tated an  overhaul  of  the  old,  as  well  as  the  development  of 
new,  systems  of  health  care.  These  changes  exceed  our  most 
enlightened  and  agreed  upon  predictions  of  just  a  decade 
ago — illustrating,  incidentally,  the  perils  of  prophecy. 

Consider,  for  example,  the  complex  system  of  treatment 
components  that  must,  or  should,  surround  today's  general 
hospital  if  it  is  to  do  the  job  demanded  of  it.  In  manpower 
they  include  new  roles  for  general  physicians,  specialists, 
old  and  new  professionals  and  paraprofessionals.  In  tech- 
nology and  facilities,  there  are  such  things  as  the  pulmonary 
laboratory,  heart  catheterization,  isotopes,  electrocardiogram, 
electroencephalography,  tumor  therapy  facility,  laboratory  for 
various  tests,  x-ray,  artificial  kidney,  transplants,  and  perhaps 
even  a  hyperbaric  chamber.  There  are  also,  of  course,  other 
components  of  today's  treatment  and  prevention  complexes, 
including  mental  health  centers,  nursing  homes,  rehabilita- 
tion facilities,  and  others  required  by  the  "complete"  hospital. 

Evaluating  the  System 

As  a  consequence  of  this  sudden  onset  of  complexities,  a 
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great  many  "agonizing  reappraisals"  are  going  on  throughout 
the  health  care  system.  Many  simultaneous  evaluations  are 
being  undertaken  at  all  levels.  No  effort  in  health  care,  public 
or  private,  is  escaping  scrutiny. 

In  the  Federal  component,  the  Executive  Branch  is  en- 
gaged in  fundamental  reexamination  of  both  the  appropria- 
tions for  and  the  effectiveness  of  its  health  care  programs. 
The  Congress  is  entertaining  proposals  of  enormous  scope 
and  diversity.  Meanwhile,  in  the  country  at  large,  health  pro- 
fessionals and  individual  patients  are  weighing  the  options 
available  to  them  and  choosing  courses  of  action  that  deter- 
mine the  shape  of  health  care  in  the  community. 


A  Pluralistic  System 

In  considering  the  evolving  shape  of  Federal  involvement 
in  health,  we  in  HSMHA  proceed  from  the  fundamental  posi- 
tion that  the  American  health  care  delivery  system  is  and  will 
continue  to  be  essentially  pluralistic.  Government  is  a  sig- 
nificant and  growing  partner,  but  still  a  junior  partner.  There- 
fore, the  first  criterion  for  an  appropriate  Governmental  role— 
and  here  I  am  talking  about  Government  generically,  at  what- 
ever level,  rather  than  simply  of  the  Federal  establishment- 
must  be  that  it  should  complement  rather  than  compete  with 
the  private  sector.  To  put  it  another  way,  we  should  perform 
or  stimulate  the  performance  of  those  tasks  within  the  health 
care  system  for  which  there  is  inadequate  incentive  in  the 
workings  of  the  free  market. 

In  pursuit  of  this  changing  role,  within  the  past  five  years, 
the  Federal  Government  has  taken  an  increasingly  active  part 
in  stimulating  changes  in  the  processes  by  which  health  re- 
sources are  allocated  and  care  is  delivered.  Increasingly, 
however,  it  has  been  stressing  community  involvement  as  the 
base  of  action.  Creation  of  community  mental  health  centers 
and  neighborhood  health  centers  represents  one  such  ap- 
proach— directed  toward  improving  equity  of  access  upon  a 
geographic  basis.  Other  approaches  and  programs,  such  as 
comprehensive  health  planning,  represent  a  conscious  effort 
to  stimulate  effective  planning  and  to  decentralize  decision 
making  through  regional.  State,  and  community  focal  points. 

As  we  look  from  the  present  toward  the  future  of  Federal 
involvement  in  health  care  systems  and  delivery,  it  seems  clear 
that  a  number  of  factors  will  influence  the  course  of  events 
during  this  decade.  There  is  little  doubt  that  the  increase  in 
Federal  financial  responsibility  for  health  care  will  increase. 
Also,  we  can  anticipate  that  health  care  costs  will  continue 


V.  WILSON  31 


to  rise,  with  the  escalation  attributable  not  only  to  the  cost  of 
production  of  a  given  unit  of  health  care,  but  also  to  the  in- 
creasing sophistication  of  health  care  resources.  The  public 
will  become  increasingly  knowledgeable  about  health  care, 
increasingly  aware  of  inequities  and  inefficiences  in  the  sys- 
tem, and  increasingly  insistent  that  these  be  remedied.  At 
the  same  time,  we  can  expect  a  growing  disparity  between 
discovered  need  and  the  resources  to  meet  that  need — 
especially  manpower  resources. 

The  agency  I  represent,  the  Health  Services  and  Mental 
Health  Administration,  is  the  component  of  HEW  charged 
with  primary  responsibility  for  how  health  services  shall  be 
organized  and  delivered  to  the  American  people.  We  have, 
therefore,  the  significant  and  somewhat  awesome  challenge 
of  helping  the  total  American  health  enterprise  to  cope  with 
this  battery  of  problems.  And  an  integral  and  inseparable  part 
of  that  challenge — as  the  name  of  the  agency  indicates — lies 
in  the  field  of  mental  health. 

HSMHA  is  now  approaching  its  third  birthday.  The  National 
Institute  of  Mental  Health,  our  largest  component,  is  over  21. 
State  programs  and  mental  institutions  are  far  older.  Psy- 
chiatry, as  a  specialty  of  medicine,  is  likewise  much  older 
and  has  travelled  a  rocky  road  as  a  sometimes  misunderstood 
traveling  companion  of  other  medical  disciplines.  Looking 
back,  we  recall  that  mental  illness  was  basically  a  neglected 
field  until  the  end  of  World  War  II.  The  Mental  Health  Act  in 
1946  and  the  subsequent  creation  of  NIMH  signified  an 
awakened  public  interest  and  sense  of  obligation  to  our 
abandoned  patients.  It  brought  new  hope  and  marked  a  turn- 
ing point  for  medicine  in  the  field  of  mental  health. 


Shared  Goals 

Thus,  the  waters  of  ignorance  have  receded  until  they  now 
reveal  mental  illness  not  as  an  island  alone  to  itself,  but  as 
a  part  of  the  main,  part  of  the  whole  continent  of  man.  Psy- 
chiatry has  come  out  of  the  closed  room  and  into  the  com- 
munity. Mental  health  is  a  joint  and  equal  partner  of  public 
health  and  we  all  can  feel  that  we  are  members  of  the  same 
team  moving  toward  shared  goals. 

This  means  equal  opportunity  in  the  health  team  family 
for  mental  health.  It  also  means  new  responsibilities  and  de- 
mands for  new  relationships  and  new  approaches  to  mutual 
problems  to  the  end  that  health  care  can  be  delivered  to 
patients  in  an  integrated  manner  whether  of  an  emotional  or 
physical  nature. 
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Your  major  concerns  will  not  always  be  the  major  concerns 
of  the  physically  oriented  health  services  and  their  adminis- 
trators. But  neither  can  they  be  far  apart.  In  most  areas  they 
must  merge  or  be  composed  of  programs  with  mutually  shared 
responsibilities  and  activities — so  that  the  patient's  needs 
can  be  adequately  and  satisfactorily  met. 

There  are  many  natural  areas  for  collaborative  endeavor 
involving  mental  health— requiring  collaboration  among  many 
echelons,  many  agencies,  many  disciplines.  Comprehensive 
health  planning,  model  cities  programs,  and  various  aspects 
of  children's  services  are  a  few  examples  in  which  goals  can 
be  accomplished  only  through  shared  enterprises.  We  are  try- 
ing to  build  both  the  climate  and  the  practice  of  partnership 
of  mental  health  and  health  services  within  our  Administra- 
tion and  between  that  Administration  and  the  other  responsible 
members  of  the  team. 

To  this  end  we  have  been  holding  a  number  of  discussions 
and  planning  sessions  with  Dr.  Bertram  S.  Brown,  Director 
of  NIMH,  and  his  staff  of  the  Institute.  Within  HSMHA  it  has 
been  a  most  cordial  working  relationship.  As  an  agency,  we 
share  the  opinion  that  these  are  times  in  which  we  must  set 
priorities  and  concentrate  upon  prime  areas  of  opportunities 
and  need  within  these  priorities. 


Children 

One  of  the  major  thrusts  which  we  are  emphasizing  is  the 
improvement  of  the  mental  health  of  children.  A  top  level 
task  force  of  the  NIMH  is  preparing  recommendations  for 
action.  They  have  been  in  touch  with  a  broad  spectrum  of 
program  leaders,  other  government  agency  officials,  and  pro- 
fessionals in  a  number  of  disciplines  and  programs  for  con- 
sultation and  interaction.  We  look  forward  to  the  report  and 
recommendations  evolving  from  this  study. 

Even  with  predictable  limitations  on  expenditures,  we  can 
strengthen  ongoing  activities  of  merit  as  well  as  base  new 
programs  upon  this  work.  Thus,  we  can  begin  to  fill  in  the 
many  gaps  in  child  mental  health  services  for  disturbed 
children.  The  need  is  pointed  up  by  the  fact  that  more  than 
one-half  of  our  Nation's  whole  population  consists  of  children 
and  young  people  under  age  25.  Moreover,  projections  for 
the  future  indicate  that  the  proportions  of  the  young  in  our 
population  will  continue  to  increase  through  the  seventies. 
The  state  of  their  mental  health  will  determine  our  country's 
future. 
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Minorities 

A  second  major  priority  of  the  NIMH  that  is  receiving  in- 
tensive attention  is  the  mental  health  problems  of  minorities. 
Secretary  Elliot  Richardson  of  HEW  recently  announced  the 
establishment  of  a  Center  for  Minority  Group  Mental  Health 
Programs  within  the  NIMH's  Division  of  Special  Mental  Health 
Programs.  This  will  serve  as  the  operating  nucleus  of  activity 
dealing  with  allocation  of  mental  health  resources  for  minori- 
ties. 

Here,  too,  the  Institute  has  been  studing  its  current  activi- 
ties to  determine  those  with  major  or  minor  components 
specifically  or  directly  related  to  problems  involving  the  dis- 
advantaged or  ethnic  groups  to  locate  gaps  and  opportunities 
for  creative  activity.  In  addition  to  programs  aimed  at  uncover- 
ing useful  knowledge  or  developing  resources  for  Negroes, 
NIMH  is  already  undertaking  some  projects  involving  Ameri- 
can Indians  and  others  directed  toward  the  needs  and  interests 
of  Mexican-Americans.  We  are  all  hopeful  that  this  area  of 
NIMH  effort  will  yield  valid  new  and  continuing  projects  to 
help  our  minority  groups  in  concert  with  the  other  health 
programs  of  HSMHA  designed  to  meet  the  needs  of  these 
groups,  such  as,  for  example,  HSMHA's  Indian  Health  pro- 
gram. 


Crime  and  Social  Behavior 

A  third  priority  now  being  pursued  vigorously  by  NIMH,  to 
which  HSMHA  heartily  subscribes,  is  to  seek  ways  and  means 
to  make  a  major  mental  health-behavioral  science  contribu- 
tion to  the  understanding  of  crime  and  social  behavior.  There 
is  great  need  for  mental  health  expertise  and  experience  to 
be  applied  to  the  entire  criminal  justice  system,  to  cite  one 
area  of  opportunity.  This  is  true  of  the  whole  range  of  the 
"law-and-order"  problem:  from  rehabilitation  in  correctional 
institutions  to  basic  studies  of  criminal  and  violent  behavior. 

NIMH  is  conducting  research  to  determine  roles  that 
mental  illness  plays  in  aggressive,  violent,  and  criminal  be- 
havior. There  will  be  a  new  emphasis  on  the  mental  health 
aspects  of  "law-and-order."  We  believe  strongly,  as  I  feel 
sure  you  do,  that  the  resources  and  forces  of  health  and  medi- 
cine and  social  programs  can  and  should  be  joined  in  partner- 
ship with  those  who  deal  with  illegal  and  criminal  behavior — 
the  police,  the  courts,  and  so  on. 

Collaboration  and  the  planning  of  potential  activities  and 
projects  has  been  successfully  implemented  among  a  number 
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of  Federal  agencies  and  interests,  as  between  the  Law  En- 
forcement Assistance  Administration  (Department  of  Justice  ) 
and  NIMH-HSIVIHA  of  HEW.  Through  cooperation  not  only  on 
the  Federal  level,  but  also  on  State  and  community  levels,  we 
hope  to  greatly  multiply  efforts  and  resources  to  prevent  and 
treat  social  deviation  and  illegal,  criminal  behavior  that  costs 
our  Nation  so  much. 

Knowledge  from  these  and  other  areas  of  the  behavioral 
sciences  will,  of  course,  be  useful  in  many  areas  of  mental 
health  as  well  as  those  of  crime  and  delinquency. 

This  knowledge  is  already  demonstrating  its  value  in  the 
fields  of  alcoholism  and  drug  abuse.  In  the  latter  we  are  en- 
gaged with  the  Food  and  Drug  Administration  and  other  HEW 
components,  the  Department  of  Justice,  and  the  States  in  a 
wide  spectrum  of  activities  aimed  at  narcotics  and  drug 
abuse. 


Alcoholism 

HSMHA  is  also  directing  increased  attention  to  the  problem 
of  alcoholism.  Important  new  Federal  legislation  for  us  in  this 
field  was  passed  December  19  by  Congress  and  signed  by 
President  Nixon.  This  is  the  "Comprehensive  Alcohol  Abuse 
and  Alcoholism  Prevention,  Treatment,  and  Rehabilitation  Act 
of  1970."  It  established  a  National  Institute  of  Alcoholism 
and  Alcohol  Abuse  within  the  NIMH.  This  new  focus  will 
enable  authoritative  attention  to  be  targeted  upon  this  serious 
problem,  one  which  each  State  knows  only  too  well  and 
which  has  too  long  been  everybody's  and  nobody's  business. 

These,  then,  are  some  of  the  opportunities  and  directions 
for  progress  in  the  Seventies  for  mental  health  care  delivery 
systems.  Strengthening  essential  present  programs,  develop- 
ing new  thrusts  at  acute  problems,  and  meeting  priorities, 
such  as  these  which  I  have  touched  upon,  will  make  additional 
and  serious  demands  upon  each  of  us  and  particularly  upon 
our  manpower  and  training  resources. 

Community  Programs 

As  we  run  through  this  catalog  of  societal  woes,  each  of 
which  demands  priority  attention  from  our  already  over- 
burdened mental  health  component,  it  may  appear  that  we 
shall  be  further  fragmenting  and  diffusing  our  efforts  in  the 
coming  years.  This  is  a  clear  and  present  danger.  But  I  be- 
lieve it  can  and  must  be  averted.  And  the  only  place  to  do  it— 
the  place  where  these  several  and  apparently  separate  lines 
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of  endeavor  must  be  brought  together— is  in  the  community 
itself. 

Accomplishing  this  synthesis  is  the  true  test  of  mental 
health  delivery  systems  in  the  Seventies.  Resources  are 
limited.  Demands  upon  them  are  proliferating.  Somehow  we — 
and  essentially  this  means  you  who  are  directly  concerned 
with  mental  health  at  the  community  level— must  draw  upon 
new  knowledge  developed  through  the  separate  study  of  alco- 
holism, drug  abuse,  violence  and  other  problems  and  make 
the  benefit  of  that  developing  knowledge  available  to  people. 
The  community  mental  health  center  offers  one  highly  prom- 
ising instrumentality.  Perhaps  others  need  to  be  experimented 
with — new  kinds  of  combinations  of  community  resources  in- 
cluding not  only  mental  health  but  other  medical  and  social 
forces  such  as  Health  Maintenance  Organizations  or  family 
health  centers. 

We  in  HSMHA  will  welcome  and  do  everything  we  can  to 
encourage  such  efforts.  For  this  is  the  essence  of  our  job — 
not  to  dictate  but  to  foster  better  patterns  of  serving  human 
need.  In  keeping  with  the  spirit  of  community  service  so 
exemplified  by  John  Umstead,  we  share  with  you  one  ultimate 
objective:  the  patient,  the  actual  or  potential  victim  of  mental 
or  physical  illness.  Whatever  we  do,  any  of  us,  in  the  pursuit 
of  improvement  must  eventually  lead  to  bettering  his  lot  at 
that  critical,  peculiarly  personal  moment  of  truth  when  the 
health  care  system  touches  his  life. 
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HUMAN  SERVICES  -  RELEVANT  LINKAGES 


Claude  A.  Myer 

Assistant  Superintendent 
Vocational  Rehabilitation 
C.  Department  of  Public  Instruction 


It  is  with  great  pleasure  that  I  have  the  opportunity  to 
address  this  group  today.* 

The  subject  of  our  Human  Service  System  and  linkages 
within  it  is  certainly  one  of  intense  current  interest  and  one 
which  bears  directly  on  the  future  well-being  of  all  people 
within  the  state. 

In  the  brief  time  allotted,  I  will  touch  on  three  areas:  First, 
the  concept  of  a  Human  Service  System;  second,  the  concept 
of  linkage;  and,  third,  the  application  of  these  concepts  by 
Vocational  Rehabilitation  and  iVIental  Health  through  coopera- 
tive programming  during  the  past  decade. 

The  term  "Human  Service  System"  is  a  relatively  new  label 
for  a  social  phenomenon  which  emerged  at  the  dawn  of  civili- 
zation. Man  created  a  Human  Service  System  when  he  first 
banned  together,  combined  resources,  and  worked  coopera- 
tively toward  the  solution  of  problems  that  were  beyond  the 
capacity  of  the  individual.  Since  the  beginning,  man  has  con- 
tinually evolved  his  organizations  and  institutions  to  meet 
new  and  changing  needs.  This  evolution  has  resulted  in  the 
development  of  a  highly  diverse  and  complex  system  of  insti- 
tutional forms  in  today's  world.  Perhaps  the  history  of  civiliza- 
tion can  be  best  described  as  a  record  of  the  nature  and 
direction  of  social  organization.  Perhaps,  too,  our  current  level 
of  civilization — its  maintenance  and  development— is  more 
dependent  upon  social  organization  than  is  generally  recog- 
nized. 

In  the  past  decade,  we  have  witnessed  problems  in  social 
organization  that  almost  completely  immobilized  cities — these 
problems  have  been  expressed  in  the  form  of  organized  vio- 


*Presented  as  a  participant  in  an  inter-agency  oanel  discussing  the 
topic  "Human  Services — Relevant  Linkages." 
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lence,  as  well  as  strikes  or  work  stoppage  in  the  diverse 
fields  of  sanitation,  education,  and  transportation.  In  recent 
weeks,  we  have  seen,  at  the  national  level,  the  concern  for 
organization  focused  on  the  overall  relationship  between  fed- 
eral, state,  and  local  government.  Here  today,  the  concern 
for  organization  emerges  with  specific  focus  on  the  reorganiza- 
tion of  State  Government  as  it  relates  to  Human  Sen/ices.  As 
we  discuss  our  Human  Services,  we  must  keep  in  mind  that 
our  current  system  consists  of  a  complex  web  of  components 
and  relationships  which  has  evolved,  primarily  on  a  voluntary, 
cooperative  basis,  over  the  past  three  centuries.  This  evo- 
lutionary nature  of  our  current  system  must  be  understood 
and  taken  into  full  account  in  planning  change. 

Further,  and  of  more  basic  importance,  we  must,  of  course, 
understand  the  evolutionary  nature  of  the  human  being  which 
the  system  seeks  to  service,  for  this,  more  than  anything  else, 
should  determine  the  nature  of  the  service  system.  A  basic,  but 
often  overlooked  concept  concerning  the  human  being— and 
the  organization  of  activities  intended  to  assist  him— is  out- 
lined as  follows  in  greatly  oversimplified  form:  At  birth,  the 
human  organism  might  be  viewed  as  a  bundle  of  potentialities. 
The  organism  emerges,  through  a  natural  process  of  growth 
and  development,  toward  becoming  an  organized,  integrated 
whole,  with  a  capacity  to  continually  adapt,  through  productive 
activity.  This  natural  process  of  adaptation  may  be  impeded 
by  a  host  of  factors  including  disease,  injury,  and  natural 
degenerative  processes  in  later  years.  I  stress  that  the  process 
of  development  is  a  natural  process  for  this  fact  is  basic  to  the 
evolvement  of  an  effective  Human  Service  System.  Consider- 
ing this  tendency  toward  adaptation  as  a  natural  one,  then 
should  the  goal  of  a  planned  Human  Service  System  not  focus 
on  protecting  and  enhancing  this  natural  process?  We  don't 
cure  people,  we  don't  educate  people,  we  don't  rehabilitate 
people— these  are  natural  processes  which  depend  upon 
multiple  characteristics  of  both  the  individual  and  the  en- 
vironment. Thus,  should  the  Human  Service  System  not  con- 
sist of  all  components  essential  and  necessary  to  protect  and 
enhance  this  natural  process — we  state  that  the  individual 
is  a  whole,  but  do  we  really  treat  him  as  much? 

I,  therefore,  suggest  that  our  Human  Service  System,  which 
is  to  be  concerned  primarily  with  problems  of  mental  and 
physical  disability,  must  consist  of  five  essential  components 
as  follows:       ,  ^       . 


No.   1 — Promotion — The  promotion  of  health 
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No.  2— Prevention— The   prevention   of   injury  and 

disease 
No.  3 — Treatment— The  curative  phase  of  human 

services 
No.  4 — Rehabilitation— The  restoration  of  the  dis- 
abled to  productive  roles 
No.  5 — Accommodation— The   maintenance   and 

care  of  those  who  cannot 
be  rehabilitated 

Further,  if  the  individual  is  indeed  organized  and  integrated 
as  we  assert  through  theory— should  not  then,  the  Human 
Service  System  which  seeks  to  act  on  the  individual  also  be 
organized  and  integrated  if  it  is  to  be  effective — indeed 
could  social  disorganization  express  itself  in  a  more  destruc- 
tive form  than  through  disorganization  among  the  various 
disciplines  or  agencies  seeking  to  treat  the  same  individual 
or  family  at  the  same  time? 

Therefore,  I  submit  that  these  five  processes  just  outlined 
must  be  integrated,  or  linked  effectively,  at  both  the  ad- 
ministrative and  service  delivery  level  if  the  system  is  to 
accomplish  its  mission.  In  the  absence  of  any  of  these  five 
components  and  their  effective  linkage,  there  exists  a  system 
which  has  little  potential  for  protecting  and  enhancing  human 
growth  and  adaptation  throughout  the  life  process. 

This,  then,  leads  to  the  concept  of  linkage.  Linkage  becomes 
central  when  we  recognize  that  it  is  the  fabric  of  social  organi- 
zation— whether  the  organization  is  a  rehabilitation  team,  a 
team  of  health  workers,  or  group  of  public  agencies.  Linkage 
is  the  fabric  which  will  determine  if  the  various  component 
processes  within  our  Human  Service  System  can  collectively 
attain  their  mission.  Indeed,  linkage  is  a  most  important  factor 
in  determining  the  effectiveness  of  any  system,  whether  the 
system  is  of  a  mechanical  or  social  nature.  The  automobile, 
a  mechanical  system,  for  example,  consists  of  four  major 
components  or  sub-systems — an  electrical  system,  a  fuel  sys- 
tem, an  engine,  and  a  drive  chain.  Breakdown  within  or 
between  any  of  these  components  will  either  reduce  or  destroy 
the  effectiveness  of  the  automobile  as  a  vehicle  for  trans- 
portation. These  same  principles  apply  to  our  Human  Ser\/ice 
System — all  essential  components  must  exist,  each  component 
of  the  system  must  be  functioning  properly,  and  each  must 
be  effectively  linked  with  other  components  which  comprise 
the  system. 

Linkage,  therefore,  may  be  defined  as  the  process  whereby 
two  or  more  components  or  sub-systems  are  integrated  to  the 
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extent  that  they  may  be  viewed  as  a  single  unit  working  to- 
ward a  common  goal.  Linkage,  then,  is  a  major  determining 
factor  of  the  overall  effectiveness  of  our  Human  Service  Sys- 
tem— it  is  linkage  which  will  determine  if  the  whole  is  in  fact 
greater  than  the  sum  of  the  parts. 

This  concept  of  linkage— two  or  more  components  inte- 
grated to  formulate  a  single  unit  working  toward  a  common 
goal — evolved  within  our  Human  Service  System  through 
natural  patterns  of  interdependency,  but  it  can  also  be  ef- 
fected deliberately  and,  therefore,  the  possibility  of  planned 
change  offers  real  opportunity. 

To  illustrate  that  deliberately  planned  relationships  can  be 
effective — that  separate  agencies  can  integrate  or  link  various 
components  and  thereby  achieve  what  neither  could  achieve 
independently— I  want  to  review  cooperative  program  involve- 
ment of  the  Division  of  Vocational  Rehabilitation  during  the 
past  ten  years. 

In  1960,  Vocational  Rehabilitation  adopted  the  policy  of 
seeking  to  expand  services  to  the  disabled  in  conjunction  with 
other  agencies,  many  of  which  are  represented  here.  The  idea 
was  that  we  would  provide  certain  services  and  the  cooperating 
agency  would  provide  certain  services.  In  this  manner,  a  more 
comprehensive  service  could  be  made  available.  Further, 
services  were  to  be  applied  through  an  identifiable  unit  to 
organize  and  integrate  the  application  of  services.  These  units 
function  within  a  framework  of  agreed-upon  goals,  objectives, 
and  policies  of  the  participating  agencies.  Today,  we  have 
more  than  100  of  these  units  operational  with  various  State 
and  local  agencies.  Of  all  these  programs,  I  will  discuss  only 
those  relating  to  cooperative  efforts  with  mental  health. 

At  the  regional  level— that  is,  at  the  psychiatric  hospitals, 
alcoholic  rehabilitation  centers,  and  centers  for  the  retarded, 
we  have  developed  cooperative  units.  The  units  seek  to  apply 
an  integrated  program  of  medical,  psychological,  social,  edu- 
cational, vocational,  and  other  services.  Each  person  is  served 
through  an  individual  plan,  based  on  his  unique  potentialities 
and  needs  with  the  ultimate  goal  of  community  readjustment 
and  productive  employment.  The  Vocational  Rehabilitation 
agency  provides  some  services — mental  health  provides 
others.  Thus,  through  the  concept  of  linkage,  we  have  brought 
together  resources  of  a  nature  and  scope  neither  could  pro- 
vide independently. 

At  the  local  level — that  is,  in  some  35  local  mental  health 
clinics  or  centers,  we  have  also  developed  cooperative  pro- 
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grams.  In  this  setting,  again  resources  have  been  combined — 
they  provide  certain  services  and  we  provide  certain  services. 
Together,  through  the  same  process  of  linkage,  we  have  been 
able  to  provide  services  which  are  more  comprehensive  and 
more  integrated  than  would  have  been  possible  through  in- 
dependent action. 

Beyond  this  linkage  within  the  regional  and  local  programs, 
there  is  linkage  between  them.  The  programs  are  operated  to 
provide  programming  between  the  two  components;  thus,  the 
regional  and  local  programs  are  integrated  so  as  to  formulate 
a  regional  system.  To  achieve  the  system,  much  of  the  service 
areas  of  the  two  agencies  have  been  made  contiguous  at  both 
regional  and  local  levels. 

The  planned  and  deliberate  integration  of  agencies  which 
may  have  somewhat  divergent  philosophies,  concepts  and 
methods,  will,  no  doubt,  result  in  a  degree  of  stress  and  con- 
flict between  those  affected.  Our  cooperative  efforts  have,  of 
course,  had  their  due  share  of  this,  but  as  problems  arise  we 
continually  see  patterns  of  problem-solving  develop  and  from 
these  there  emerges  a  higher  level  of  understanding  and 
cooperation.  Clearly,  problems  of  this  nature  are  overshadowed 
when  viewed  in  relation  to  results — currently,  the  statewide 
system  is  serving  more  than  6,000  persons  daily  and  returning 
more  than  3,000  to  productive  employment  annually. 

I,  then  point  to  this  past  decade  as  an  affirmation  of  the 
principles  of  planned  change  which  we  have  known  for  a  long 
time.  We  know,  however,  that  change  will  be  resisted  if  it  is 
not  understood,  if  it  is  forced,  or  if  it  threatens  basic  security. 

So  today  as  we  seek  to  view  the  reaches  of  this  decade,  we 
can  be  sure  that  changes  will  take  place — some  of  the  changes 
we  can  predict,  others  we  cannot.  Surely,  there  will  be  new 
organizational  forms  and  relationships.  The  future  will,  no 
doubt,  hold  opportunity  for  some;  for  others,  it  will  hold  threat. 

I  remain  convinced  that  change  can  be  controlled  and 
directed  in  the  best  interest  of  our  population.  I  also  remain 
optimistic  that  it  will  be. 

Summary 

First,  the  Human  Service  System,  which  will  be  directed 
at  the  problems  of  mental  and  physical  disability,  should  be 
organized  to  effect  the  processes  of: 

Promotion  Treatment 

Prevention  Rehabilitation 

Accommodation 
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Second,  these  components  must  be  integrated  or  effectively 
linked  if  the  system  is  to  accomplish  its  mission — the  indi- 
vidual is  organized  and  integrated— to  be  effective,  evaluation 
and  treatment  must  be  likewise. 

Third,  we  have  opportunity  for  planned  change.  We  must 
carry  out  change  in  a  way  that  will  not  destroy  existing  com- 
ponents or  linkages  which  are  effective— in  a  manner  which 
is  not  forceful  or  threatening,  but  rather  in  a  way  where 
reasons  can  be  understood  and  decision  participated  in  by 
all  to  be  affected. 


Conclusion 

The  success  of  effective  programming  depends  upon  the 
commitment  of  the  cooperating  agencies'  leadership  and  the 
acceptance  of  this  commitment  throughout  the  human  service 
enterprise. 
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CHILD  ADVOCACY 


John  Pelosi,  Ph.D. 

Child  Advocacy  Center 
-    Wright  School 


Even  if  one  were  available,  it  is  impossible  to  give  a  full 
description  of  what  child  advocacy  is  about  in  the  short  time 
available,  but  I  hope  I  can  at  least  stimulate  you  to  think  about 
it  with  me. 

I  had  thought  about  placing  my  discussion  within  the  con- 
text of  some  data  on  the  incidence  of  problems  faced  by 
children.  It  is  fashionable  to  play  the  statistics  game  at  con- 
ferences such  as  this.  But  we  are  all  aware  of  the  complexities 
of  the  problem  even  if  we  do  not  possess  precise  figures  on 
the  number  of  children  born  with  damaged  brains  due  to  lack 
of  pre-natal  care,  or  the  number  of  children  whose  physical 
and  mental  growth  is  impaired  by  malnutrition,  or  the  number 
of  children  living  in  psychologically  impoverished  if  not  brutal- 
izing environments. 

I  had  thought  about  presenting  some  embarrassing  exam- 
ples of  the  fragmentation  of  services  for  children,  together  with 
the  accompanying  call  to  "get  it  all  together".  Yet  we  all  know 
in  the  deep  recesses  of  our  professional  conscience  that  at- 
tempts to  patch  up  our  already  overburdened  service  struc- 
tures have  rarely  made  any  real  differences  for  children. 

When  I  speak  of  overburdened  service  structures,  I  suppose 
we  frequently  think  about  the  need  to  add  more  resources  to 
them— -usually  meaning  more  money— but  we  have  not  dis- 
tinguished ourselves  by  publically  accounting  for  the  public 
goods  received  for  public  funds  expended.  Perhaps  the  most 
monstrous  example  is  our  welfare  system,  now  under  attack 
by  the  highest  office  in  the  land. 

(Let  me  state,  parenthetically,  that  when  I  use  the  term 
"system",  as  in  welfare  system,  I  use  it  incorrectly.  I  learned 
this  last  year  at  the  Umstead  Lectures.  We  do  not  have  service 
systems  in  this  country.  I  do  understand  that  our  own  Depart- 
ment of  Mental  Health  is  committed  to  curing  this  ill.  I  use 
the  term  committed  in  the  positive  sense  here.) 

When  we  think  about  more  resources,  we  also  think  about 
the  need  for  more  trained  personnel,  and  therefore,  bigger  and 
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better  training  programs — yet  we  have  not  assured  ourselves 
that  more  staff,  trained  as  we  have  been  trained,  will  provide 
the  solution. 

Thinking  about  solutions  leads  us  to  think  about  research — 
yet  we  can  hardly  be  impressed  or  encouraged  by  the  payoff 
obtained  from  our  current  research  investments. 

So,  suspecting  that  you  have  probably  heard  enough  already 
about  those  topics,  I  decided  not  to  bring  them  up  again. 

Instead,  I  will  provide  no  context,  but  will  simply  try  to  put 
some  form  on  the  as  yet  not  well  formulated  concept  of  child 
advocacy. 

Child  Advocacy  is  comprised  of  many  notions  at  this  point 
in  time. 

It  is  a  developing  set  of  procedures:  1 )  for  getting  children 
out  of  environments  which  demean  or  otherwise  work  against 
their  best  interest  (e.g.  all  black  children  in  a  special  class  for 
emotionally  disturbed  in  an  essentially  all  white  school,  a 
Spanish  American  child  in  a  class  for  the  retarded  because 
he  could  not  read  the  test  items  on  the  Binet' ),  2  )  for  getting 
children  involved  in  meaningful  activities  after  school,  3  )  for 
getting  information  to  parents  about  their  rights  and  alterna- 
tive courses  of  action  when  their  child  is  given  a  special  label 
and  placed  apart  from  other  children,  4)  for  getting  informa- 
tion to  teachers  about  an  acute  crisis  in  the  child's  life,  5  )  for 
getting  special  tutorial  help  to  a  child  who  needs  it,  6)  for 
providing  alternate  living  arrangements  for  children  who  are 
locked  into  abusive  environments,  7  )  for  getting  existing  com- 
munity services  effectively  to  the  child  when  he  needs  them 
rather  than  referral  to  a  waiting  list  of  a  "more  appropriate 
agency",  8)  for  providing  an  ombudsman  for  the  child  who 
finds  himself  in  court,  and  9 )  for  getting  children  out  of  jails 
and  out  of  ecological  traps  such  as  institutionalization. 

You  can  immediately  see  that  while  the  banner  of  Child 
Advocacy  may  be  new  many  of  its  intended  activities  and 
concerns  are  not  new.  Most  of  you  are  already  engaged  in  at 
least  some  of  these  activities.  However,  it  does  represent  a 
different  way  of  thinking  about  what  we  do  with  respect  to 
children. 

It  is  an  attitude  toward  the  child  which  considers  him  an 
individual  with  a  certain  genetically  blueprinted  potential 
which  is  markedly  influenced  over  time  by  the  quality  of  his 
interactions  with  his  own  ecology.  The  separation  of  the  child 
as  problem  from  the  ecology  in  which  the  problem  is  experi- 
enced, labeled,  and  action  taken,  usually  only  serves  to  quiet 
the  environment  at  the  total  expense  of  the  child,  unless  a 
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better  alternative  exists  for  the  child.  The  child  is  vulnerable 
and  needs  help  in  growing  up.  He  is  not  helped  by  being 
punished  or  demeaned  for  practicing  the  bad  habits  he  has 
learned  from  his  environment,  for  protecting  a  small  vestige 
of  self-esteem,  by  being  stultified  by  a  boring  educational 
curriculum,  for  coping  with  an  overly  stimulating  environment 
in  the  only  way  his  adaptive  central  nervous  structure  will 
allow  or  for  failing  as  a  transactor  where  he  has  never  been 
taught  the  rules  or  art  of  transactions. 

Rather  than  acting  as  if  the  problem  is  somehow  located 
totally  with  the  child,  and  thereby  taking  steps  to  isolate  or 
extrude  the  child  from  his  community,  the  child  advocate 
believes  that  we  need  to  examine  the  ecology  of  the  child,  to 
identify  a  means  by  which  he  may  continue  to  grow  and  de- 
velop in  a  positive  way. 

Child  Advocacy  is  an  attempt  at  new  alliances  of  profes- 
sionals for  children,  the  most  notable  addition  of  which  is  the 
attorney.  When  the  interest  of  the  child  is  chronically  abused, 
e.g.,  by  executive  sessions  of  professional  teams,  who  are  long 
on  talk  and  short  on  action,  and  by  unilateral  legislative  acts 
of  teachers  in  the  classroom,  where  the  child's  differences 
make  no  difference  in  the  teacher  legislation,  the  formal  ju- 
dicial system  may  be  the  only  recourse  to  significant  action 
in  the  child's  behalf.  Mediocrity  is  not  against  the  law  and 
commitment  to  children  cannot  be  legislated.  However,  courts 
and  the  legal  community  in  general  are  finding  ways  to  exam- 
ine social  tactics  taken  by  institutions  such  as  schools  which 
result  in  extruding  troubling  children.  Detroit,  Boston,  New 
York  City  and  other  urban  areas  have  examined  in  the  courts 
the  problems  of  tracking  and  intelligence  testing,  wherein 
these  tactics  do  not  serve  the  best  interests  of  the  child.  In 
school,  the  child  is  tried.  In  court,  the  school  is  the  defendant. 
One  wonders  if  there  were  due  process  and  right  to  council  for 
the  child  in  school  if  the  problem  would  ever  need  to  come  to 
the  civil  courts. 

In  a  real  sense,  child  advocacy  is  a  social  movement  di- 
rected at  the  rights  of  children.  It  has  social  and  philosophical 
roots  similar  to  other  human  advocacy  and  rights  protection 
movements  such  as  consumer  advocacy  and  civil  rights.  This 
shifts  the  focus  from  the  problem  of  the  child  and  the  pro- 
fessional discipline  or  agency  most  likely  to  succeed  in  allevi- 
ating the  problem— to  the  child  and  his  rights  as  a  little  person 
in  the  legal  assurance  of  those  rights.  Child  Advocacy  is  a  way 
to  negotiate  in  the  interest  of  the  child  in  those  instances 
where  the  child  becomes  the  problem  fitted  to  our  solutions. 

In  general  then,  child  advocacy  is  a  developing  methodology 
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for  in(ikin<!^  our  child  rearing  and  special  child  servino  institutions 
and  practices  at  least  partialhj  accountable  to  tlie  child.  While 
it  may  become  necessary  to  confront  our  child  serving  agen- 
cies through  legal  advocacy,  the  stance  taken  here  is  that  such 
confrontation  should  occur  only  as  a  last  resort. 

A  smoother,  less  troublesome  means  is  for  Child  Advocacy 
to  assist  in  negotiation  between  children,  the  adults  who  inter- 
act with  children,  and  the  system. 

Child  Advocacy  attempts  to  focus  on  smaller  groups— a 
school  and  its  surrounding  neighborhood  for  effective  action, 
rather  than  on  a  larger,  more  complex  school  system  and  the 
city  it  serves.  State,  regional  and  even  city  Child  Advocacy 
Councils  can  serve  critical  functions  with  the  large  systems 
of  government  and  services.  At  best,  however,  these  councils 
can  provide  a  support  structure  for  the  direct  work  with  chil- 
dren at  the  local  advocacy  level.  They  are  too  far  removed  to 
do  more.  It  is  clear,  however,  that  to  be  effective  Child  Ad- 
vocacy must  exist  at  a  number  of  different  levels  and,  at  least 
in  the  beginning,  point  in  a  number  of  different  directions  for 
there  is  much  learning  to  be  achieved. 

The  Child  Advocacy  Center  located  at  Wright  School  in 
Durham  is  an  extremely  modest  attempt  to  get  involved  in  the 
action  of  advocacy.  It  is  a  joint  arrangement  between  the 
University  of  North  Carolina  and  the  Department  of  Mental 
Health  to  help  us  learn  about  the  dimensions  of  child  ad- 
vocacy. Our  starting  point,  which  is  where  we  are  now,  is  with 
children  who  are  institutionalized  and  the  staff  of  institutions. 
We  are  in  the  process  of  designing  programs  that  we  think 
will  be  most  likely  to  get  specific  groups  of  children  deinstitu- 
tionalized— socially,  psychologically  and  geographically.  Com- 
munity involvement  is  very  much  a  part  of  the  design  relative 
to  providing  a  workable  arrangement  for  the  child  in  the  com- 
munity. A  commitment  is  made  to  the  program  and  training 
begins  oriented  toward  providing  the  competencies  in  the  staff 
necessary  to  make  the  program  work.  Another  phase  of  our 
work,  though  not  totally  different,  takes  us  directly  into  a  com- 
munity where  we  hope  to  be  able  to  look  closely  at  how  child 
advocacy  should  function  at  a  neighborhood  level. 

Here  we  are  trying  to  set  up  what  we  hope  will  be  the  essen- 
tial components  of  a  system  of  child  advocacy.  We  hope  to 
develop  viable  mechanisms  within  this  system  to  mediate 
child-school  discord,  child-parent  discord,  and  child-neighbor- 
hood discord.  We  intend  this  system  to  contain  a  repository  for 
collective  concern  about  child  development  in  that  neighbor- 
hood, become  a  vehicle  for  parent  education,  a  method  for 
sorting  legal  from  psychological  problems,  and  serve  as  an 
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instrument  for  developing  and  evaluating  more  relevant  sup- 
port. 

These  are  but  two  small  attempts.  North  Carolina  is  for- 
tunate in  having  a  good  number  of  such  attempts  beginning 
and  in  progress  within  its  boundaries.  The  work  is  frustrating 
but  exciting.  It's  frustrating  because  of  all  the  problems  and 
others  which  I  decided  not  to  mention  in  my  opening  words. 
It's  exciting  to  me  because  it  helps  kids  grow,  to  become  in- 
dependent, rather  than  dependent  and  to  live  lives  which  are 
satisfying  to  them.  If  you  have  not  already  done  so,  I  invite  you 
to  join  the  Child  Advocacy  Movement. 


DRUGS  AND  YOUTH: 

THE  NEED  FOR  A  PARENT  ADVOCACY 

AND  YOUTH  ADVERSARY  SYSTEM 


Everett  H.  Ellinwood,  Jr.,  M.D. 

Associate  Professor  of  Psychiatry 
Duke  University  Medical  Center 


In  recent  years  this  country  has  experienced  increasing 
confrontations  between  police  and  youth.  Many  issues  are  in- 
volved in  this  confrontation  including  the  quite  serious  games 
involving  drug  use.  In  fact,  marijuana  has  become  the  rallying 
flag  around  which  the  youth  culture  attacks  the  authoritative 
system.  Quite  often  these  confrontations  have  become  violent. 
The  real  issues,  however,  lie  in  a  struggle  between  generations. 
There  is  an  extremely  galvanized  polarity  in  thinking  between 
generations  that  creates  much  of  the  emotional  charge  not 
only  associated  with  discussions  about  drugs,  but  with  the 
other  issues  that  go  to  the  very  roots  of  our  society,  the  sub- 
stance of  our  laws,  and  the  basic  values  that  we  promulgate. 
How  and  why  has  this  situation  arisen  in  the  past  ten  years? 
What  can  we  do  about  it? 

I  would  like  to  discuss  with  you  today  the  need  for  a  coordi- 
nated effort  among  parents  within  a  given  community  in  com- 
ing to  a  consensus  themselves  about  the  same  issues.  In 
addition,  I  would  like  to  discuss  the  need  for  confrontation 
between  adults  and  youth  in  the  home  and  school  and  the 
church,  and  not  as  a  running  battle  with  the  police.  In  essence 
we  need  to  de-escalate  these  battles  away  from  the  "streets" 
where  youth  fall  into  serious  patterns  of  drug  addiction  and 
into  life  and  death  games  with  the  National  Guard  or  riot 
police. 

Over  the  past  decade,  there  has  been  a  remarkable  spon- 
taneous drift  in  which  adult  or  parental  supervisory  control 
of  adolescents  has  been  relinquished  to  television  and  outside 
groups  and  more  importantly  to  adolescent  peer  group  pres- 
sure itself.  This  drift  has  been  associated  with  a  marked  rise 
in  all  forms  of  antisocial  activity  among  youth  in  this  country. 
Drug  abuse  is  one  of  these  activities.  Why  have  parents  re- 
linquished their  roles  as  supervisors  who  were  willing  to  con- 
front their  children  with  issues  and  indeed  suffer  the  con- 
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sequences  of  this  conflict?  In  turn,  why  have  the  schools  re- 
linquished their  roles  to  the  police? 

The  roots  of  these  changes  have  been  associated  with  the 
increasing  geographical  and  social  mobility  of  families  and 
the  loss  of  the  extended  family  including  uncles,  aunts,  and 
grandparents  who  often  provided  the  support  for  parents  in 
helping  to  raise  children.  This  extended  family  has  not  been 
replaced  by  close  neighborhood  relationships  and  mutual 
group  support.  The  reasons  for  this  are  not  clear.  In  addition, 
American  parents  under  the  aegis  of  the  benevolent  permis- 
siveness and  pressure  of  outside  duties  actually  neglect  their 
children.  This  neglect  often  leaves  a  child  with  only  remnants 
of  a  repertoire  of  appropriate  behaviors  for  dealing  with  their 
feelings  about  parental  authority.  They  often  have  never  faced 
the  issue  of  having  been  told  no.  In  addition,  parents'  own 
confusion  about  moral  and  philosophical  questions  has  lead 
them  to  ignore  the  child's  training  in  moral  sanctions.  This 
situation  explodes  in  adolescents  with  its  normal  attendant 
rebelliousness.  Thus,  the  family  has  no  long  historical  experi- 
ence for  dealing  with  the  sudden  overwhelming  conflict  at 
adolescence,  moreover  they  often  become  apathetic.  In  turn, 
youth  move  to  the  peer  group  for  their  adolescent  role  valida- 
tion. Instead  of  solving  their  conflict  at  home,  they  carry  their 
rebelliousness  as  a  common  cause  against  institutionalized 
authority.  In  fact,  the  unique  feature  in  today's  youth  culture 
is  that  it  is  worldwide.  Magazines,  newspapers,  pop  songs,  and 
extensive  individual  travel  help  to  facilitate  the  massive  inter- 
national peer  support.  Not  only  do  adolescents  have  their  own 
cultural  values,  but  as  a  collective  group  they  have  acquired 
a  great  deal  of  power.  The  eventual  effect  of  this  worldwide 
youth  community  is  unknown.  Already,  it  has  significantly 
changed  the  nature  of  adolescent  development.  Whereas  in 
previous  times  the  adolescent  struggle  against  parental  codes 
and  power  relationships  was  an  individual  matter  or  at  least 
confined  to  a  relatively  small  peer  group,  it  has  now  become 
a  collective  reaction.  Adolescence  has  itself  become  institu- 
tionalized and  this  institutionalization  of  adolescence  may  be 
a  totally  new  development  in  the  history  of  man. 

The  separate  youth  culture  has  indeed  further  increased 
the  parents'  feeling  of  being  surrounded — of  being  impotent. 
We  might  ask  at  this  point  whether  parents  could  come  to  each 
other's  rescue?  Could  there  not  be  a  reversal  of  the  increasing 
trend  towards  disregard  of  such  organizations  as  parent-teach- 
er associations,  church  groups,  and  other  parental  organiza- 
tions. Could  parents  organize  groups  in  which  they  could  dis- 
cuss the  problems  of  conflict  with  their  adolescent  children? 
Would  there  be  merit  in  forming  youth  adversary  groups  that 
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would  confront  youth  on  issues  before  their  dangerous  game 
with  the  police?  Could  such  groups  play  the  role  of  parental 
advocate  in  helping  parents  to  feel  more  comfortable  in  deal- 
ing with  conflict  at  an  earlier  point  in  a  child's  history  rather 
than  having  it  explode  in  adolescents? 

With  such  community  support,  parents  would  feel  much 
more  reasonable  about  holding  the  line  with  safe  limits  for 
adolescents.  Normal  adolescents  need  to  reflect  off  of  and  to 
rebell  against  an  established  set  of  rules.  Let  us  emphasize 
that  this  is  a  normal  adolescent  trait.  The  problem  is  can 
parents  establish  safe  limits  which  adolescents  can  trans- 
gress? An  eleven  o'clock  curfew  is  reasonable,  but  it  does  pro- 
vide an  adolescent  with  a  safe  rule  to  break  and  he  breaks  the 
rule  with  a  person  who  directly  cares  about  his  welfare.  This 
is  an  entirely  different  situation  from  being  busted  on  a  reason- 
able narcotics  charge.  Why  not  put  the  conflict  back  in  the 
home  where  people  care  and  let's  establish  parental  advocacy 
to  backup  this  stand.  It  is  absolutely  necessary  in  adolescence 
for  there  to  be  someone  on  the  other  end  of  the  seesaw.  The 
last  decade  has  taught  us  that  it  is  very  important  for  this 
person  to  be  someone  who  cares.  Let  us  find  a  proper  adver- 
sary for  our  youth,  namely  ourselves. 
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WRIGHT  SCHOOL 
THE  NORTH  CAROLINA  RE-EDUCATION  CENTER 


Richard  Yell 

Director 
Wright  School 


Wright  School  is  a  short-term  residential  facility  and  train- 
ing center  concerned  with  the  re-education  of  elementary  age 
children  who  are  experiencing  learning  and  behavior  problems. 
The  school's  services  are  available  to  any  child  in  North  Caro- 
lina who  needs  the  help  the  facility  can  provide. 

Located  in  Durham,  Wright  School  serves  72  children  each 
year  for  an  average  stay  of  approximately  4  months  per  child. 
Each  child  returns  home  every  weekend  during  his  stay  and 
attends  his  regular  public  school  class  one  day  each  month. 

Growing  out  of  the  awareness  of  an  acute  social  need,  the 
North  Carolina  Re-Education  Center  has  worked  to  provide 
answers  to  three  pressing  problems: 

1.  How  can  more  effective  and  efficient  programs 
be  designed  to  overcome  the  manpower  prob- 
lems involved  in  children's  services, 

2.  What  are  better  ways  of  extending  the  effective- 
ness of  highly  trained  educational  and  mental 
health  specialists, 

3.  How  can  new  patterns  of  operation  be  developed 
to  insure  the  fullest  and  most  efficient  utiliza- 
tion of  all  resources? 

Wright  School  in  its  process  of  re-education  sees  the  child 
as  but  one  component  within  a  larger  constellation  of  inter- 
related parts.  Another  of  those  components,  perhaps  the  most 
obvious,  is  the  child's  family.  With  rare  exception,  children 
experiencing  learning  and  behavior  problems  belong  to  fam- 
ilies caught  up  in  the  difficulties  of  the  child.  Another  factor 
is,  of  course,  the  child's  regular  school,  his  teacher,  and  his 
classmates.  The  child's  community  represents  both  resources 
and  restraints.  Institutions  such  as  the  church  and  YMCA 
stand  ready  to  extend  themselves,  and  at  the  same  time,  agen- 
cies of  the  law  help  contain  the  child's  behavior  within  a  frame- 
work of  socially  accepted  boundaries.  A  final  and  most  im- 
portant part  of  the  system  is  the  local  social  agency.  Wright 
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School's  role  in  the  process  is  that  of  intervening  agent  and 
builder  of  a  goal-directed  alliance  among  all  parts  of  the  sys- 
tem. 

Wright  School's  program  strategy  is  efficiency  oriented  as 
the  intention  is  to  be  actively  involved  for  only  as  short  a  time 
as  possible.  The  goal  is  not  cure  but  only  to  get  each  com- 
ponent of  the  system,  including  the  child,  above  threshold  with 
respect  to  the  requirements  of  the  other  components. 

The  staff  structure  at  Wright  School  is  divided  into  two 
functional  groups— teaching  and  liaison  services.  With  the  help 
of  supervision  and  psychological-psychiatric  consultation, 
these  two  components  coordinate  their  separate  tasks  so  as 
to  mutually  affect  the  maximum  gain  possible. 

Wright  School,  since  its  beginning  in  1963,  has  operated 
within  a  framework  of  Re-Education  principles.  Among  them 
are  the  following: 


1.  An  emphasis  upon  strategies  of  prevention  and  early 
intervention  rather  than  treatment  alone, 

2.  The  system-alliance  approach  to  problem  solving  rather 
than  the  exclusive  one-to-one  patient  model, 

3.  The  learning  potential  of  the  child's  total  24-hour  day, 

4.  The  meeting  of  individual  needs  of  children  within  the 
group  setting, 

5.  The  security  value  to  children  of  firm,  reasonable  and 
consistent  expectations, 

6.  The  importance  of  the  "natural  worker"  with  children, 

(the  adult  who,  by  his  behavior  earns  the  trust  of  chil- 
dren ), 

7.  Recognition  of  the  hazards  of  institutional  dependence 
and  the  importance  of  maintaining  children  within  the 
mainstream  of  society, 

8.  The  value  of  highly  trained  professionals  when,  as  con- 
sultants, they  are  able  to  extend  the  impact  of  their 
skills  beyond  the  single  patient  model, 

9.  The  importance  of  time  as  an  ally  and  a  motivator  rather 
than  a  luxury. 

As  one  can  easily  see,  principles  such  as  these  are  not,  nor 
should  they  be,  restricted  to  their  present  application — a  resi- 
dential school  in  Durham,  North  Carolina  serving  72  children 
per  year.  In  fact,  Wright  School  moves  more  and  more  toward 
development  as  a  statewide  training  center  where  re-education 
principles  and  concepts  are  increasingly  being  taught  to  others 
involved  in  work  with  children.  Currently,  there  are  between 
700  and  800  Mental  Health,  Public  Health,  and  Public  In- 
struction personnel  being  trained  each  year  at  Wright  School. 
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The  training  activities  range  from  one  to  three  day  workshops, 
to  special  training  seminars  in  the  field,  to  six-week  summer 
institutes.  In  addition,  full  semester  internship  placements  are 
provided  for  graduate  study  in  special  education,  social  work 
and  recreation. 

As  the  Wright  School  service  program  has  developed  over 
the  past  eight  years  and  as  referral  patterns  have  become 
visible  and  identifiable,  it  has  become  increasingly  evident 
that  the  learning  that  had  been  hoped  for  on  the  part  of  many 
community-system  components  has  often  not  taken  place. 
When  a  child  is  referred  from  a  community,  in  effect,  Wright 
School  is  invited  into  that  community  system  for  both  direct 
residential  service  to  the  child  as  well  as  for  Wright  School's 
ability  to  help  act  as  a  catalyst  to  bring  about  an  alliance  be- 
tween all  of  the  child-important  components  available  within 
that  system.  That  effort  at  mobilization  has  been  accom- 
plished, to  varying  degrees,  on  behalf  of  each  child  who  has 
been  referred  to  Wright  School  over  the  past  eight  years. 

The  evidence  of  that  lack  of  learning  mentioned  earlier 
arises  when,  in  short  time,  communities  once  again  call  upon 
Wright  School  to  provide  similar  services,  i.e.,  the  self-per- 
petuating activities  aimed  at  problem-solving  on  behalf  of 
children  having  special  needs  have  not  taken  hold  or  become 
common-place  within  communities  themselves. 

It  seems  desirable,  therefore,  that  "mirror"  elements  of  the 
Wright  School  program  be  developed,  owned,  and  maintained 
by  agencies  witliin  the  community  itself,  thus  effecting  a  child 
advocacy  group  and  a  continuing  catalytic  stance  after  the 
Wright  School  direct  services  are  no  longer  needed  for  children 
referred.  Equally  important,  it  would  seem  entirely  likely  that 
some  children  now  extruded  from  the  community  system  might 
well  be  maintained  there  and  perhaps  be  served  more  ef- 
ficiently and  effectively  without  referral. 

Based  upon  these  concerns  in  the  areas  of  training  and  pre- 
vention, Wright  School  is  currently  proposing  to  the  1971  State 
Legislature  that  the  philosophy  of  Re-Education  be  imple- 
mented within  school-bounded  neighborhoods. 

Within  a  selected,  pilot  community,  mirrored  roles  of  the 
traditional  Re-Ed  team  including  the  special  skills  of  the  class- 
room, evening,  and  liaison  teacher  counselors  would  be  inte- 
grated into  the  24-hour-day  world  of  the  child.  During  the  inter- 
vention phase,  Wright  School  would  share  the  organization 
and  training  responsibilities  with  local  community  agencies 
and  university  training  programs. 

The  model  would  include  no  new  institutions  but,  rather. 
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would  be  represented  physically  by  concerned  people,  con- 
ceptually by  child-advocate  attitudes  and  practically  by  Re-Ed 
methodologies.  The  adults  of  the  neighborhood,  in  time,  would 
become  advocates  for  their  own  total  child  population.  After 
one  year  of  operation,  the  pilot  neighborhood  would  become 
a  training/demonstration  base  for  the  generation  of  similar 
neighborhood-based  child  advocacy  systems  across  the  State. 

To  summarize,  Wright  School  operates  to  help  demonstrate 
answers  to  some  very  pressing  concerns: 

1.  How  more  effective  and  efficient  programs  can  be  de- 
signed to  overcome  the  manpower  problems  involved 
in  children's  services, 

2.  How  mental  health  and  educational  personnel  can  be 
brought  together  so  that  sharing  of  responsibilities  can 
be  achieved, 

3.  How  the  psychodynamic  and  the  social  learning  ap- 
proach can  be  effectively  coupled  for  work  with  dis- 
turbed children, 

4.  How  programs  can  be  conceptualized  that  take  a  look  at 
social  systems  as  well  as  at  individuals  when  discordant 
behavior  occurs. 
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PITT  COUNTY  CHILDRENS'  PROJECT 


Ann  P.  Davis,  MSW* 

Coordinator  of  Child  Planning 
Pitt  County 

W.  Kenneth  Bentz,  Ph.D. 

Department  of  Psychiatry 
School  of  Medicine 
University  of  North  Carolina  at  Chapel 


Introduction 

In  order  to  plan  for  mental  health  programs  and  services 
for  the  children  of  Pitt  County,  we  felt  that  it  was  necessary 
to  assess  the  scope  and  kinds  of  problems  to  be  dealt  with, 
and  to  gather  information  about  the  public's  knowledge  of 
existing  mental  health  resources  and  the  extent  of  their  use. 
Through  the  sharing  of  these  research  findings  with  the  com- 
munity, it  is  hoped  that  community  decision  makers  will  as- 
sume the  responsibility  for  the  planning  of  programs  to  meet 
the  mental  health  needs  of  the  children  in  this  community. 
In  view  of  this,  through  a  research  grant  from  the  North  Caro- 
lina Department  of  Mental  Health,  a  study  was  undertaken  in 
Pitt  County  in  the  summer  of  1970.  The  following  types  of  data 
were  gathered: 

1.  The  community's  perception  of  children's  problems  and 
whether  these  problems  were  defined  or  perceived  as 
indicative  of  mental  illness 

2.  Where  they  thought  help  could  be  found  for  the  child's 
problem 

3.  The  community's  awareness  of  existing  mental  health 
programs  and  resources 

4.  The  community's  assessment  of  the  needed  programs, 
services,  and  professionals,  and  some  idea  as  to  the 
extent  they  would  be  used 

5.  An  expression  of  the  community's  willingness  to  sup- 
port the  needed  programs  and  how  funds  should  be  at- 
tained 

6.  An  assessment  of  the  scope  of  the  mental  health  prob- 
lems among  children  in  the  community. 

*Mrs.  Davis  is  presently  on  the  staff  of  the  Cumberland  County  Mental 
Health  Center. 
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The  above  data  was  gathered  using  a  combination  of  mail 
questionnaires  and  personal  interview  techniques.  Three 
samples  were  selected:  first,  a  sample  of  the  general  public; 
second,  a  sample  of  community  leaders;  and  third,  a  sample 
of  city  and  county  teachers.  Their  characteristics  are  as  fol- 
lows: 


A  Selection  of  Samples  and  Their  Characteristics 

General  Public 

The  sample  of  372  respondents  from  the  general  public 
was  selected  at  random  from  the  county  tax  rolls.  A  number 
approximately  proportionate  to  the  population  in  specified 
geographic  areas  was  selected  from  tax  records.  This  pro- 
cedure insured  geographic  representation  from  all  areas  of 
Pitt  County  including  the  city  of  Greenville.  In  addition,  a  small 
number  of  respondents  were  selected  from  the  Model  Neigh- 
borhood Area,  which  contains  a  significant  portion  of  human 
and  environmental  problems  of  the  city  of  Greenville.  Since 
it  was  originally  intended  to  select  400  respondents  from  the 
general  public,  our  response  rate  was  around  93%.  It  is  diffi- 
cult to  ascertain  exactly  how  representative  this  sample  is  of 
Pitt  County  since  the  sample  is  not  a  probability  sample  from 
the  total  population  of  the  county.  However,  the  sample  does 
come  from  all  parts  of  the  county  and  it  represents  all  racial, 
age,  and  socio-economic  groups.  Given  the  strict  limitations 
of  time  and  finances  the  sample  appears  to  be  a  very  good  one 
in  terms  of  including  all  the  diverse  elements  of  the  commun- 
ity. 

Leadership  Sample 

Approximately  100  community  leaders  were  contacted  by 
mail  and  individual  interview  and  were  invited  to  participate 
in  the  survey.  A  total  of  68  leaders  responded  to  the  request, 
resulting  in  a  response  rate  of  68% .  The  essential  character- 
istics of  the  leadership  sample  reflects  the  whole  range  of 
leadership  positions.  The  sample  includes  leaders  from  the 
social,  political,  economic,  educational,  and  religious  areas  of 
the  community.  Most  of  these  leaders  are  associated  one  way 
or  another  with  the  Pitt  County  Community  Council  which  was 
organized  by  the  Child  Planner. 

Teacher  Sample 

The  teacher  sample  consisted  of  105  city  and  county  teach- 
ers drawn  at  random  from  the  current  list  of  teacher  personnel 
in  both  the  city  of  Greenville  and  in  the  Pitt  County  school 
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system.  The  original  list  included  200  teachers,  of  whom  105 
or  approximately  52%  returned  the  mailed  questionnaire.  The 
teacher  sample  appears  to  be  representative  of  the  teaching 
community  throughout  the  county  in  terms  of  various  back- 
ground characteristics  such  as  number  of  years  lived  in  the 
county,  educational  level,  age,  and  race. 

Results  of  Research 

Allow  us  to  briefly  review  some  of  the  major  findings  of  the 
research.  Many  respondents,  particularly  the  general  public, 
are  not  familiar  with  or  are  unsure  about  any  of  the  currently 
existing  mental  health  services  or  programs  for  the  children 
of  Pitt  County.  Approximately  six  out  of  ten  of  the  public,  one 
out  of  every  two  teachers,  and  four  out  of  every  10  leaders 
fall  into  this  category.  In  addition,  we  discovered  that  a  ma- 
jority of  the  public,  one  third  of  the  leaders,  and  four  out  of 
every  ten  teachers,  had  no  ideas  as  to  the  kinds  of  programs 
and  services  which  should  be  available  to  deal  with  the  emo- 
tional and  adjustment  problems  of  the  children  of  Pitt  County. 
Of  those  few  respondents  who  did  volunteer  an  answer,  one 
third  of  the  public  mentioned  the  acute  need  for  more  informa- 
tion where  they  could  learn  about  such  problems.  In  addition, 
in  terms  of  the  most  needed  program  or  service  as  perceived 
by  the  respondents,  the  general  public  selected  a  childhood 
information  center  as  being  the  most  needed  program  to  help 
with  the  problem. 

There  appears  to  be  overwhelming  support  on  the  part  of 
the  general  public,  community  leaders,  and  teachers  as  far  as 
urging  support  for  the  program  is  concerned.  Approximately, 
eight  out  of  ten  respondents  in  all  three  samples  said  that 
they  would  encourage  their  local  government  officials  to  pro- 
vide the  necessary  financial  support  to  start  mental  health 
programs  for  the  children  in  Pitt  County.  Almost  one  half  of 
the  respondents  felt  that  a  combination  of  local  taxes,  dona- 
tions, and  fees  should  be  used  to  finance  the  programs. 

Mental  health  leaders  are  more  likely  than  teachers  or  the 
public  to  identify  or  label  the  behaviors  of  the  children  de- 
scribed in  some  eleven  vignettes  as  an  indication  of  an  emo- 
tional or  psychiatric  problem.  When  considering  the  vignettes 
together  as  a  group,  71%  of  the  leaders,  62%  of  the  teachers 
and  only  41%  of  the  public  identified  the  various  behaviors 
as  indicative  of  a  psychiatric  illness.  The  perceptions  of  mental 
illness  appear  to  be  significantly  related  to  the  educational 
background  of  the  respondent.  We  found  that  the  higher  the 
educational  level  of  the  respondent,  the  greater  the  probability 
he  viewed  the  behavior  described  in  the  vignette  as  indicating 
a  psychiatric  problem.  In  addition,  we  discovered  that  a  college 
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educated  person  is  three  times  as  likely  to  be  aware  of  existing 
mental  health  services  and  facilities  for  children  relative  to 
the  respondents  with  less  than  a  high  school  education. 

Educational  background  was  also  significantly  related  to 
what  a  person  would  do  in  terms  of  seeking  help.  One  of  three 
respondents  with  better  than  eight  years  of  education  would 
seek  the  help  of  a  psychiatrist  as  a  first  choice  as  compared  to 
those  with  less  than  eight  years  of  formal  education  who  would 
turn  first  to  a  non-psychiatric  physician.  In  addition,  the  col- 
lege and  high  school  graduate  is  much  more  likely  to  seek 
help  from  a  school  guidance  counselor  than  their  less  edu- 
cated counter-parts  in  the  community. 

Age  and  sex  were  not  significantly  related  to  attitudes  or 
perceptions.  Occupation  and  income  were  significantly  re- 
lated in  the  same  direction  as  education. 

General  Recommendations  for  Pitt  County 

1.  Initiate  a  community  wide  educational  program.  The  es- 
sential element  of  this  program  should  be  an  information 
center  where  the  public  would  have  access  to  informa- 
tion concerning  emotional  and  psychiatric  problems  of 
children.  A  second  goal  is  to  inform  the  public  of  the  cur- 
rently available  resources,  their  functions,  and  how  the 
public  can  best  use  them.  Special  attention  should  be 
given  to  informing  non-whites  with  little  formal  education 
and  low  incomes,  who  work  in  semi-  or  unskilled  occupa- 
tions, as  this  group  appears  to  have  very  little  awareness 
of  currently  existing  resources  for  children  in  the  com- 
munity. 

2.  The  general  public  should  be  encouraged  to  seek  help 
for  their  children  who  are  suffering  from  an  emotional 
disorder.  Special  efforts  should  be  made  to  encourage 
use  of  facilities  among  the  disadvantaged  families,  the 
head  of  which  is  usually  an  unskilled  laborer.  This  group 
apparently  does  not  seek  help  from  the  wide  range  of 
professional  skills  now  existing  in  the  community. 

3.  Analyze  and  evaluate  currently  existing  programs  and  re- 
sources to  determine  why  so  many  people  perceive  that 
they  are  not  receiving  adequate  help.  This  applies  par- 
ticularly to  the  non-white  community  in  Pitt  County. 
Changes  based  upon  the  results  of  the  survey  should  be 
initiated. 

4.  Programs  utilizing  school  psychologist  should  be  set  up 
throughout  the  school  system. 

5.  A  general  climate  of  acceptance  exists  in  the  community 
for  the  utilization  of  psychiatric  resources.  Professionals 
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such  as  psychiatrists,  psychologists,  and  school  counselors 
should  be  encouraged  to  practice  in  Pitt  County. 

6.  Since  there  appears  to  be  public  support  for  programs 
and  at  least  a  verbalized  willingness  to  pay  for  them,  we 
would  recommend  that  the  mental  health  leaders  in  the 
community  initiate  activity  to  start  desired  programs. 

7.  The  general  public  needs  to  be  sensitized  to  the  signs  and 
symptoms  of  incipient  psychiatric  disorders  in  children 
so  that  early  intervention  can  take  place.  Use  of  the  mass 
media,  workshops,  and  panel  discussions  would  help.  The 
local  Mental  Health  Association  should  play  a  leading 
role  in  this  endeavor.  Special  efforts  need  to  be  focused 
toward  the  low  income,  poorly  educated  blacks  working  in 
semi-  or  unskilled  occupations  who,  in  most  instances,  do 
not  recognize  the  early  indices  of  an  emotional  disorder. 
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INFANT  STIMULATION  UNIT 


Jorge  Ferriz,  M.D.* 

Director 

Infant  Stimulation  Unit 

Western  Carolina  Center 


The  concept  of  Infant  Stimulation  was  developed  to  prevent 
the  warehousing  of  mentally  retarded  children  in  state  insti- 
tutions. Infant  stimulation  provides  a  "therapeutic  detour" 
through  a  mental  retardation  center  rather  than  permanent 
institutionalization.  This  is  accomplished  through  early  identi- 
fication of  the  retardation,  early  intervention,  return  of  the 
child  to  the  community  with  a  follow-up  home  program  and 
formation  of  family  groups.  It  is  a  significant  development  in 
the  prevention  of  mental  retardation.  Stimulation  means  sup- 
plying what  is  not  already  being  done  for  the  child  and  covers 
motor,  sensory,  social  and  speech  activities. 

Experience  has  shown  that  up  until  now  intervention  with 
mentally  retarded  children  has  been  too  little  and  too  late. 
The  best  time  to  begin  stimulation  of  children  who  are  diag- 
nosed as  mentally  retarded  or  who  run  a  very  high  risk  of  be- 
coming mentally  retarded  from  organic  or  socio-cultural 
causes  is  in  the  first  36  months  of  life.  Thus  we  aim  to  begin 
stimulation  at  the  earliest  practical  time  with  as  compre- 
hensive a  service  as  possible.  The  bulk  of  stimulation  will 
take  place  in  the  child's  home  after  identification  and  evalua- 
tion have  been  done  at  Western  Carolina  Center  where  a  pro- 
gram of  stimulation  will  be  planned  for  the  child. 

Parents  will  play  an  important  role  in  the  stimulation  pro- 
gram and  will  be  admitted  along  with  the  child  for  evaluation 
at  the  Infant  Stimulation  Unit,  a  distinct  facility  at  Western 
Carolina  Center.  This  will  be  a  transient  facility  where  groups 
of  three  to  five  families  will  come  to  live  for  approximately  two 
to  five  days.  A  program  of  stimulation  will  be  designed  spe- 
cifically for  the  needs  of  each  child  evaluated.  Parents  will 
learn  what  kinds  of  stimulation  should  be  carried  out.  When 
parents  return  home,  staff  members  from  the  Unit  and  the 
local  Mental  Health  Area  will  work  with  them  to  see  that  the 


'At  the  time  of  publication,  Dr.  Ferriz  has  resigned  as  director.  Contact 
J.  Iverson  Riddle,  M.D.,  Superintendent,  Western  Carolina  Center,  for 
further  information  about  the  program. 
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stimulation  program  is  put  into  effect  in  the  home.  There  would 
be  no  upper  age  limit  at  which  we  would  discontinue  the  child 
in  the  program. 

A  survey  of  a  particular  area  will  tell  us  something  about 
the  three  types  of  population  groupings  who  will  be  eligible  for 
admission  to  the  Infant  Stimulation  Unit.  They  include:  1. 
high-risk  organically  defective  babies,  2.  high-risk  socio-cul- 
tural  babies,  and  3.  Down's  Syndrome  or  mongoloid  babies. 

We  will  try  to  maximize  the  strengths  of  the  families  who 
go  through  the  program  by  encouraging  a  psychological  bond 
between  three  to  five  families  who  live  in  close  proximity  and 
who  have  been  evaluated  at  the  Infant  Stimulation  Unit.  We 
will  call  this  group  a  "mini-community."  They  will  be  en- 
couraged and  taught  to  lend  assistance  and  support  to  each 
other  in  many  different  ways  and  will  be  supported  by  the 
assistance  of  staff  members  from  the  Unit  and  the  local  Mental 
Health  Area.  The  "mini-community"  will  be  encouraged  to 
meet  on  a  regular  basis. 

A  site  for  the  Infant  Stimulation  Unit  has  been  selected 
on  a  remote  part  of  the  Western  Carolina  Center  campus  and 
will  be  ready  for  operation  in  mid-1972.  The  Unit  will  consist  of 
four  small  family  houses  in  a  rustic  setting  where  the  families 
can  stay  with  their  children,  a  recreation  and  conference 
building,  a  "hold-over"  cottage  for  babies,  and  a  staff  building. 
The  evaluation  of  the  infant  will  take  longer  than  that  of  the 
parents,  so  the  infant  will  remain  for  several  days  in  the  "hold- 
over" cottage  after  the  remainder  of  the  family  has  returned 
home.  In  this  way,  the  parents  will  not  have  to  be  away  from 
their  job  any  longer  than  necessary. 

The  central  aim  of  the  Infant  Stimulation  Unit  concept  is  to 
work  closely  with  the  Mental  Health  Area  so  that  eventually 
each  area  can  become  self-sufficient  in  handling  infants  and 
their  families  in  a  similar  program.  Liaison  personnel  from 
the  Unit  will  work  closely  with  the  area  directors  and  other 
professionals  in  assessing  community  needs. 
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POSITION  PAPER 
MENTAL  RETARDATION 

North  Carolina  Department  of  Mental  Health 

Robert  Cohen,  M.O.,  M.P.H. 

Deputy  Commissioner  for  Mental  Retardation 
N.  C.  Department  of  IVlental  Health 

INTRODUCTION 

The  state  of  North  Carolina  accepts  responsibility 
for  its  retarded  citizens  and  its  obligation  to  them  whicti 
must  be  discharged.  Mental  retardation  represents  com- 
plex social,  psychological,  medical  and  legal  problems 
of  extreme  importance.  The  condition  of  mental  retarda- 
tion directly  affects  at  least  150,000  of  our  children 
and  adults  and  exerts  a  heavy  impact  on  the  lives  of 
their  families,  neighbors  and  communities.  In  striving 
to  provide  high  quality,  comprehensive  services  and 
adequate  facilities  for  the  treatment  of  the  mentally  re- 
tarded, the  North  Carolina  Department  of  Mental  Health 
provides  residential  services,  consultation  and  planning, 
administers  a  program  for  support  of  certain  local  ser- 
vices, and  shares  with  the  community  the  responsibility 
for  the  operation  of  the  mental  retardation  complexes. 

Today  residential  service  treatment  is  but  part  of  a 
long-range  comprehensive  program  and  is,  therefore, 
only  one  of  the  resources  serving  retarded  individuals' 
developmental  and  continuing  needs.  The  long-range 
program  conforms  to  the  philosophy  that  the  mental 
retardation  center  should  serve  as  a  therapeutic  detour 
in  a  lifetime  plan  for  a  retarded  individual.  The  "human 
warehouse"  role  of  the  mental  retardation  center  is 
being  abandoned. 

Some  three-quarters  of  the  nation's  retarded  people 
could  become  self-supporting  if  given  the  right  kind  of 
training  in  early  life.  Another  ten  to  fifteen  percent  could 
become  partially  self-supporting. 

Many  retarded  people  arrive  at  adulthood  unprepared 
for  work  or  daily  living.  They  need  training  that  develops 
good  attitudes  and  skills  and  a  realistic  curriculum  that 
prepares  individuals  to  meet  the  actual  demands  of 
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daily  living  and  to  work  in  jobs  that  actually  exist  in  the 
community. 

There  is  a  need  for  business,  industry,  and  labor  to 
play  a  much  more  significant  role  with  the  development 
of  public-private  partnerships  in  mental  retardation  pro- 
grams, planning,  services,  and  research. 

Experience  has  proved  it  difficult,  if  not  impossible, 
to  consider  mental  retardation  separate  from  other 
handicapping  conditions  with  similar  biological,  physio- 
logical and  social  components.  In  spite  of  this  fact, 
however,  there  are  certain  rather  unique  programs  and 
facilities  that  are  required  for  the  retarded  to  ensure 
the  "complete  array  of  services  for  the  continuum  of 
care." 

PROGRAM  ORGANIZATION 

A.  Local-State 

The  Department  of  Mental  Health  has  adopted 
the  working  philosophy  that  state  and  local  govern- 
ments are  jointly  responsible  for  providing  the  pro- 
fessional leadership  and  assistance  necessary  to 
enable  our  citizens  to  define  their  mental  health 
needs.  In  addition,  these  governments  are  respon- 
sible for  exercising  the  administrative  and  mana- 
gerial functions  required  to  assist  the  citizenry  in 
planning,  operating,  and  evaluation  programs  de- 
signed to  meet  these  needs. 

B.  Area  Concept 

We  have  come  to  refer  to  our  means  for  imple- 
menting this  philosophy  as  the  area  concept  or  area 
programming.  In  area  programming,  the  principle 
of  catchment  or  districting  is  employed  to  increase 
comprehensiveness,  continuity,  and  effectiveness 
of  health  care  with  the  goal  of  meeting  mental 
health  needs  earlier  and  closer  to  home.  In  develop- 
ing the  area  concept,  the  state  has  been  divided 
into  four  quasi-autonomous  regions:  Eastern,  North 
Central,  South  Central  and  Western. 

The  Department  of  Mental  Health  will  cooperate 
with  the  eventual  decision  of  the  State  Planning 
Division's  final  decision  on  the  establishment  of  the 
various  planning  regions  in  the  state.  In  the  mean- 
time, it  is  proceeding  with  programming  areas 
realizing  they  may  be  different  from  future  planning 
areas. 
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The  area  concept  has  evolved  over  a  period  of 
time  and  represents  the  working  philosophy  of  the 
North  Carolina  Department  of  Mental  Health.  The 
program  consists  of  four  components:  the  commun- 
ity mental  health  center,  the  geographic  unit  of  the 
regional  state  psychiatric  hospital,  the  regional  mental 
retardation  center,  and  the  regional  alcoholic  rehabili- 
tation center. 

III.       COORDINATION  AND  PLANNING 

The  Department  of  Mental  Health  seeks  to  develop  a 
stronger  relationship  with  regional,  area,  and  local  plan- 
ning groups;  this  encourages  these  groups  to  assume 
a  greater  responsibility  for  coordinated  planning  for 
programs  and  facilities.  Achieving  modern  health  facili- 
ties and  services  of  appropriate  size,  location,  priority, 
and  community  service  needs,  requires  action  in  com- 
munities to  stimulate  facilities  for  the  mentally  retarded 
to  be  developed  now  on  plans  and  programs  for  each 
respective  community.  The  Department  of  Mental 
Health,  in  concert  with  other  interested  state  agencies, 
will  consult  with  local  and  regional  groups  representing 
official  and  voluntary  agencies  and  take  into  considera- 
tion appropriate  recommendations  of  the  local  and  re- 
gional groups.  The  Department  of  Mental  Health  will 
seek  in  every  appropriate  way  to  stimulate  the  interest 
of  consumer,  professional  and  civic  groups. 

Facilities  and  programs  for  the  prevention,  diagnosis, 
care  and  treatment  for  the  mentally  retarded  should 
be  available  to  the  extent  necessary  pursuant  to  effec- 
tive service  for  all  persons  residing  in  the  state.  Pro- 
grams should  provide  comprehensive  services  including 
diagnosis  and  evaluation,  treatment,  education,  train- 
ing, residential  care,  day-training  and  sheltered  work- 
shops. The  planning  of  community  facilities  for  the 
mentally  retarded  should  be  consistent  with  the  newly 
designated  planning  regions.  Where  it  is  possible,  facili- 
ties for  the  mentally  retarded  should  be  programmed 
to  provide  service  in  close  proximity  to  the  homes  and 
families.  Facilities  for  the  mentally  retarded  should  con- 
sider availability  of  existing  or  planned  research  and 
training  resources  in  program  development. 

A.    Duplication  of  Effort 

Statewide  priorities  should  be  established  al- 
though various  programs  for  the  mentally  retarded 
are  contained  in  the  budgets  of  the  different  agen- 
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cies  and  departments.  Special  legislation  is  needed 
to  delineate  the  responsibilities  and  roles  of  the 
individual  agencies  and  departments  in  order  to  tie 
together  the  entire  program.  This  action  could  re- 
sult in  a  joint  interagency  commitment. 

The  solution  to  the  problem  of  fragmentation  and 
duplication  of  the  services  to  the  retarded  is  the 
strengthening  of  communication  and  coordination 
among  the  professional,  voluntary,  public  and  pri- 
vate agencies  delivering  such  services.  This  can  be 
enhanced  through  the  Council  on  Mental  Retarda- 
tion, State  Planning  Division,  Comprehensive  Health 
Planning,  and  other  existing  coordinating  mech- 
anisms in  state  government. 

B.    Inter-Agency  Dialogue 

In  an  effort  to  enhance  communications  and  co- 
ordination, several  mechanisms  should  be  consider- 
ed: 

1.  DDSA  Advisory  Council 

The  recently  enacted  Developmental  Dis- 
abilities Service  Act  (P.L.  91-517)  provides  for 
the  establishment  of  a  state  planning  and  ad- 
visory council  which  will  include  representatives 
of  each  principal  state  agency,  local  agencies 
and  non-governmental  organizations  concerned 
with  services  to  the  mentally  retarded  and  de- 
velopmentally  disabled;  at  least  1/3  of  the  coun- 
cil will  consist  of  consumer  representatives. 
This  will  provide  a  very  important  top-level  co- 
ordination and  communications  mechanism  for 
mental  retardation  services  as  well  as  the  other 
developmental  disabilities  that  will  be  covered 
by  this  legislation. 

2.  State  Inter-Agency  Committee 

A  committee,  composed  of  top  level  repre- 
sentatives of  various  state  agencies  and  depart- 
ments sharing  responsibility  for  the  mentally 
retarded,  could  meet  on  a  regularly  scheduled 
basis  in  order  to  become  better  informed  of  their 
respective  roles  in  the  overall  program,  and  dis- 
cuss specific  problems  involving  interagency 
cooperation.  These  meetings  would  be  a  top 
priority  for  the  Deputy  Commissioner  for  Mental 
Retardation  Services  in  the  Department  of  Men- 
tal Health. 
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3.  Local  Inter-Agency  Committee 

The  agencies  and  department  comprising  the 
state  inter-agency  committee  could  be  repre- 
sented in  the  composition  of  local  interagency 
committees.  These  committees  would  relate  to 
the  state  interagency  committee  and  would  work 
toward  ensuring  the  provision  of  services  in  such 
a  manner  as  to  avoid  duplication,  deficiencies 
and  unnecessary  expenditures.  These  commit- 
tees should  reply  on  input  from  the  community 
mental  health  centers,  public  and  private  hospi- 
tals, local  and  state  health,  education,  and  wel- 
fare agencies,  consumers,  and  other  appropri- 
ate public  and  private  agencies  and  professional 
personnel. 

4.  Joint  Local  and  State  Inter-Agency  Information 
Pool 

These  interagency  committees  with  a  primary 
interest  in  mental  retardation  could  serve  as  an 
advisory  group  to  the  local  mental  health  au- 
thority and  regional  commissioner.  They  can, 
thus,  provide  data  for  unmet  needs,  and  recom- 
mendations for  programming  to  either  the  group 
responsible  for  development  of  the  program 
(core  group )  and  the  local  mental  health  author- 
ity or  their  local  policy-making  board. 

C.    Citizen-Governmental  Dialogue 

The  members  of  local  chapters  of  the  North  Caro- 
lina Association  for  Retarded  Children  should  pro- 
vide the  grass  roots  support  and  serve  as  the  cata- 
lyst for  local  programs,  community  awareness,  pub- 
lic information,  community  organization,  and  many 
other  community  service  functions.  As  insurance 
for  maintained  interest  and  continuity,  the  presence 
of  a  local  chapter  would  be  desirable  in  the  plan- 
ning and  funding  of  local  community  programs. 

The  department  considers  voluntary  agencies  and 
civic  groups  with  interests  in  mental  retardation 
(especially  the  North  Carolina  Association  for  Re- 
tarded Children  )  an  integral  part  of  a  mental  retarda- 
tion program.  These  agencies  should  be  given  full 
opportunity  to  participate  in  their  appropriate  areas 
in  the  state  program  and  should  be  kept  informed 
of  developments  and  programs  in  order  that  they 
might  more  easily  find  significant  roles.  The  de- 
partment encourages  all  possible  cooperation  with 
these  groups. 
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D.    Key  Factor  Analysis 

To  ensure  uniformity  and  quality  of  planning,  the 
Department  of  Mental  Health  also  believes  that  a 
common  methodology  or  strategy  for  planning 
should  be  applied  statewide  to  its  programs,  so 
that  the  results  of  the  individual  planning  activities 
of  each  program  director  may  be  comparable  with 
the  results  of  all  other  program  directors.  The  meth- 
od which  has  been  selected  by  the  Department  is 
key  factor  analysis.  Key  factor  analysis  is  a  partici- 
pative methodology  for  the  analysis  of  organizations 
which  addresses  itself  to  virtually  all  of  the  respon- 
sibilities of  management.  As  such  it  is  not  a  plan- 
ning tool  per  se,  but  rather  more  broadly  an  inte- 
grated philosophy  of  management.  In  addition,  a 
management  information  system  is  simultaneously 
being  developed  to  allow  the  Department  of  Mental 
Health  to  measure  the  efficiency,  effectiveness,  and 
overall  performance  of  its  programs  as  well  as  the 
Department  as  a  whole. 

IV.   MENTAL  RETARDATION  CENTERS 

According  to  the  AAMD  definition,  mental  retardation 
refers  to  subaverage  intellectual  functioning  which  orig- 
inates during  the  developmental  period  and  is  associ- 
ated with  impairment  in  adaptive  behavior. 

A.     Eligibility 

The  North  Carolina  Department  of  Mental  Health 
adheres  to  the  policy  that  all  admissions  to  the 
mental  retardation  centers  shall  have  mental  re- 
tardation as  their  primary  diagnosis.  To  establish 
this  diagnosis,  an  inter-disciplinary  evaluation  of 
the  retarded  child  or  adult  must  be  made  to  deter- 
mine his  potential  and  his  needs.  Such  evaluations, 
helpful  in  diagnosis  and  programming  at  the  cen- 
ters, may  be  made  at  the  developmental  evaluation 
clinics,  local  mental  health  clinics,  general  hospi- 
tals, private  professional  offices,  etc.  A  careful  study 
of  available  community  resources  should  be  made 
and  application  should  be  submitted  to  the  center 
for  retarded  only:  1.)  if  the  needs  of  the  retarded 
person  and  the  available  community  resources  do 
not  match,  2. )  if  necessary  missing  resources  can- 
not be  provided,  3. )  if  by  careful  scrutiny,  it  is  felt 
that  residential  care  and  the  program  at  the  center 
would  best  meet  his  needs  at  that  moment. 
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B.  Application 

Admission  to  the  center  is  considered  on  the 
basis  of  the  center's  ability  to  best  serve: 

1.  Severe  and  profound  retardation  with  medical 
needs  requiring  constant  nursing  care,  special 
methods,  personnel  and  equipment  not  avail- 
able in  the  community. 

2.  Family  problems,  i.e.  family  disruption  under 
the  strain  of  constant  care  for  the  handicapped 
person  or  disruption  of  the  family  by  death, 
severe  illness  or  other  crisis. 

3.  Severe  behavioral  or  other  social  problems  such 
as  inability  to  adjust  to  family  and  community, 
violence  toward  self  or  community,  destructive 
anti-social  behavior,  or  lack  of  judgment. 

4.  Lack  of  availability  of  community  facility  or  pro- 
gram to  meet  the  retarded  person's  needs  in 
special  orthopedic,  speech,  educational  or  train- 
ing programs  and  a  program  at  the  center  to 
meet  the  special  individual  needs. 

5.  A  combination  of  the  above. 

Assistance  in  applying  to  a  center  may  be  secured 
from  the  local  department  of  social  services,  public 
health,  developmental  evaluation  clinics,  mental 
health  centers,  community  health  clinics  and  from 
the  regional  center.  Application  is  made  directly  to 
the  regional  center. 

The  social  services  director  at  the  center  sched- 
ules pre-admission  conferences  with  the  parents 
and  various  disciplines  such  as  administration,  so- 
cial work,  medicine,  psychology  and  education.  Only 
the  parent  or  the  legal  guardian  or  the  agency  hav- 
ing legal  custody  of  the  retarded  child  or  adult  can 
make  application  for  his  admission  to  a  regional 
center. 

C.  Treatment 

Residential  stay  in  the  state  mental  retardation 
centers  prepares  residents  for  self-care  and  the  de- 
velopment of  latent  capabilities  by  providing  spe- 
cific habilitative  programs.  Personal  care  programs 
also  provide  care  for  those  who  cannot  care  for 
themselves. 

The  new  treatment  model  is  established  in  four 
steps: 

1.  Evaluation  and  diagnosis  of  each  resident's 
problems  to  identify  his  treatment  needs. 
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2.  Bringing  together  those  who  could  benefit  from 
like  services. 

3.  Developing  and  implementing  specific  programs 
for  each  group. 

4.  Periodic  re-evaluation  and  re-programming. 

A  current  deficiency  in  the  mental  retardation 
center  programs  is  a  lack  of  sequential  programs 
permitting  the  individual  to  gradually  progress, 
building  on  his  skills  to  the  next  level  of  compe- 
tence. Specific  emphasis  is  being  given  to  upgrading 
the  centers  to  provide  specific  training  programs  to 
prepare  as  many  residents  as  possible  for  com- 
munity living.  We  realize,  however,  it  is  not  advis- 
able to  return  an  individual  to  a  community  that 
cannot  provide  adequate  follow-up  services.  Thus, 
many  residents  remain  in  the  centers.  Those  resi- 
dents whose  continuing  needs  can  best  be  met  in 
the  center  should  receive  the  best  habilitative  pro- 
grams and  medical  and  personal  care  available. 

D.    Future  Developments 

Intermediate-range  goals  should  be  to  develop 
community  complexes  to  operate  both  for  service 
and  for  the  demonstration  of  model  programs. 

The  long-range  goal  of  the  entire  mental  retarda- 
tion program  is  to  have  sufficient  co-ordinated  and 
integrated  programs  and  facilities  to  provide  the 
complete  array  of  services  for  the  lifetime  care  of 
the  retarded  individual  as  near  his  home  as  possible. 

Pertinent  to  the  development  of  mental  retarda- 
tion services  in  the  area  and  with  intermediate  and 
long-range  planning  for  the  mental  retardation  cen- 
ters in  mind,  Wolfensberger  has  made  some  very 
interesting  predictions  in  a  recent  article  regarding 
changes  and  future  trends  in  the  role  of  residential 
services  and  characteristics  of  the  retarded  (see 
end  papers  ).  The  Department  of  Mental  Health  has 
seriously  considered  these  predictions  and  firmly 
believes  that  the  major  thrust  of  the  program  should 
be  in  the  community. 

We  project  that  0.5  to  1.0  per  1,000  of  the  state's 
population  is  going  to  require  lifelong  residential 
care.  These  are  non-ambulatory,  severe  and  pro- 
foundly retarded  multi-handicapped  residents  for 
whom  all  known  habilitative  efforts  have  failed. 
Present  bed  capacity  of  the  mental  retardation  cen- 
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ters  should  be  adequate  to  meet  that  need  if  the 
necessary  community  programs  and  complexes  are 
developed. 

E.    Specialized  Projects  and  Programs 

Many  of  the  state's  mentally  retarded  children 
and  adults  are  also  afflicted  with  physical  and/or 
emotional  handicaps  which  require  remediation  if 
they  are  to  be  habilitated  to  reach  their  maximum 
potential.  There  are  special  resources  available  in 
North  Carolina  and  they  should  be  utilized  for  sev- 
eral specialized  projects.  As  an  example,  deaf  or 
blind  children  should  be  placed  in  centers  which 
have  specialized  programs  or  near  existing  facili- 
ties specializing  in  their  particular  handicap  in  order 
that  trained  personnel  might  be  available  for  the 
training  of  the  multi-handicapped  retarded.  Ortho- 
pedic and  speech  disorders  are  also  common  among 
the  retarded  and  present  very  real  obstacles  to 
habilitation.  For  habilitation  to  be  successful,  these 
children  must  be  given  specialized  treatment,  and 
placing  them  in  centers  near  facilities  such  as  hos- 
pitals or  clinics  dealing  with  these  problems  is  in 
line  with  the  department's  programming.  (It  would 
be  most  desirable  to  have  all  orthopedic  remediation 
and  appliances  as  well  as  visual  and  hearing  appli- 
ances prescribed  and  completed  in  the  community 
prior  to  entering  the  center. ) 

The  department  also  encourages  the  development 
of  summer  campsites  and  other  recreational  facili- 
ties at  the  centers  and  in  the  communities. 

V.         COMMUNITY  FACILITIES 

The  main  goal  of  the  community  facility  is  to  provide 
an  alternative  for  institutional  placement  of  the  retarded 
individual  by  keeping  him  in  the  community. 

A.    Sheltered  Workshops 

A  long-term  sheltered  workshop  is  a  necessary 
component  of  the  complete  array  of  services  for  the 
continuum  of  care  of  the  retarded  individual  and 
must  be  distinguished  from  a  vocational  training 
center.  In  a  mental  retardation  program,  the  shel- 
tered workshop  should  be  considered  as  a  place  for 
those  who  probably  will  not  be  gainfully  employed 
but  can  be  productive  to  some  degree  and  who  need 
personal-social  adjustment  skill  training  which 
should  be  the   main   program  emphasis — not  pro- 
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duction.  This  would  include  all  but  approximately 
10  to  15  percent  of  the  clients.  This  should  also 
free  up  some  of  the  vocational  rehabilitation  per- 
sonnel and  funds  to  concentrate  on  the  work-orient- 
ed vocational  training  centers  and  extended  employ- 
ment programs.  Also,  persons  having  handicapping 
conditions  other  than  mental  retardation  could  use 
the  same  sheltered  workshop. 

B.  Day  Training  Centers 

Day  care  centers  should  be  developed  for  the 
preschool  school-excluded  child,  and  the  adult.  They 
should  have  a  definite  planned  program  and  the 
child  should  be  programmed  according  to  his  needs 
in  the  area  of  self-help,  social  skills,  language  de- 
velopments, craft  work,  etc.  Parent  counseling 
should  be  an  integral  part  of  the  program  and  an 
attempt  should  be  made  to  prepare  the  child  for 
either  a  special  education  or  sheltered  workshop 
program. 

An  adult  activity  center  and  adult  day  care  center 
should  be  separated  fiscally  from  the  sheltered 
workshops  or  vocational  training  center  and  funded 
from  the  subsidy  matching  program  as  a  Depart- 
ment of  Mental  Health  mental  retardation  program 
to  permit  concentration  on  training  for  self-help 
skills  (personal-social  adjustment )  rather  than  work 
production  and  the  financial  independence  of  the 
center. 

C.  Halfway  Houses 

Halfway  houses  bridge  the  gap  between  institu- 
tional and  community  life.  Here  a  well-structured 
program  is  essential  to  help  prepare  the  residents 
for  a  more  independent  living  situation. 

Because  of  the  need  for  different  programs, 
serious  consideration  should  be  given  to  completely 
separate  halfway  houses  for  those  individuals  diag- 
nosed as  mentally  retarded  and  those  being  rehabili- 
tated with  a  diagnosis  of  mental  illness. 

D.  Group  Homes 

There  is  a  significant  number  of  retarded  persons 
who  remain  in  the  mental  retardation  centers  be- 
cause there  are  no  living  arrangements  for  them  in 
the  community.  Therefore,  there  is  the  need  to  de- 
velop various  types  of  group  homes  for  those  who 
do  not  require  the  specialized  care  and  treatment 
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of  the  mental  retardation  center,  but  who  are  not 
capable  of  independent  living.  Such  facilities  in- 
clude the  following: 

1.  Respite  care  centers — for  those  who  live  with 
their  families  but  who  need  care  during  times  of 
family  crises  or  vacations. 

2.  Hostels — for  those  graduates  of  vocational  train- 
ing programs  who  are  working  in  the  community 
but  who  need  a  place  to  live. 

3.  Haven  homes — combination  of  half-way  houses 
and  residential  facilities. 

4.  Community  group  residential  homes— These 
vary  according  to  function,  degree  of  retarda- 
tion, and  age  of  the  resident  and  usually  provide 
permanent  placement  for  the  resident  as  close 
to  his  home  as  possible  while  making  maximum 
use  of  other  community  generic  services. 

E.    Developmental  Evaluation  Clinics 

The  Developmental  Evaluation  Clinics  (D.E.C.'s) 
which  are  funded  from  a  combination  of  federal  Ma- 
.  ternal  and  Child  Health  Service  funds  and  funds 
provided  by  the  State  Board  of  Health  are  a  very 
important  component  of  the  total  mental  retardation 
program. 

Early  identification,  diagnosis,  evaluation,  and 
demonstration  of  needs  are  a  most  important  ele- 
ment of  the  total  mental  retardation  program.  All 
efforts  should  be  made  to  assist  the  State  Board 
of  Health  obtain  the  necessary  funds  to  increase 
the  number  and  service  of  these  clinics  to  meet 
these  needs. 

Collaborative  agreements  between  these  clinics 
and  the  community  mental  health  clinic  should  be 
arranged  to  define  respective  roles  of  these  two 
facilities  to  provide  the  needed  services.  The  nearest 
community  mental  health  clinic  and  the  regional 
mental  hospital  should  provide  necessary  consulta- 
tion and  backup  for  a  diagnosis  of  mental  illness. 
The  regional  mental  retardation  center  will  have  its 
own  liaison  team,  providing  consultation  for  mental 
retardation-related  problems.  The  team  will  be  avail- 
able for  evaluation  for  admission  for  those  cases 
which  the  developmental  evaluation  clinics  believe 
that  mental  retardation  institutionalization  is  neces- 
sary. 
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F.  Community  Mental  Health  Centers 

The  establishment  of  Community  Mental  Health 
Centers  is  strongly  urged  by  the  Department  of 
Mental  Health.  Although  the  Developmental  Evalua- 
tion Clinics  have  the  mandate  to  provide  inter- 
disciplinary evaluation,  the  Community  Mental 
Health  Center  could,  in  some  areas,  provide  these 
if  the  diagnostic  clinics  found  themselves  overload- 
ed during  crises  situations  or  where  the  demand  on 
them  was  too  heavy.  The  Community  Mental  Health 
Centers  would  also  serve  as  information  and  referral 
points  for  planning  purposes  and  as  the  follow-up 
agency.  In  addition,  the  Community  Mental  Health 
Centers  would  provide  ongoing  counseling  and  con- 
sultation for  families  and  for  other  programs,  espe- 
cially for  school  programs. 

G.  Community  Complexes 

The  1967  State  Legislature  authorized  the  estab- 
lishment of  the  first  two  community  mental  retarda- 
tion complexes  to  provide  diagnosis,  counseling, 
training  and  habilitation,  and  residential  services. 
The  first  phase  of  the  Mecklenburg  Center  for 
Human  Development  is  now  in  operation  and  will 
provide  the  Department  with  valuable  information 
needed  for  the  planning  and  operation  of  the  other 
contemplated  complexes.  The  exact  type  of  resi- 
dential programs  in  the  complexes  will  depend  on 
the  unmet  needs  of  the  region  at  the  time  these 
specific  programs  are  implemented. 

The  mental  retardation  complexes  should  provide 
and  perform  the  following: 

1.  Information  and  referral. 

2.  Model  day  training  demonstration  programs. 

3.  Diagnosis,  evaluation,  and  programming. 

4.  Counseling  on  a  continuing  basis  to  include  ad- 
vice and  guidance  for  any  retarded  person  and 
his  family,  to  assist  them  in  locating  suitable 
community  facilities. 

5.  Maintenance  of  a  registry  and  individual  case 
records. 

6.  Systematic  follow-up  of  the  mentally  retarded 
and  reactivation  of  cases  as  indicated. 

7.  Assistance,  when  necessary,  with  placement  of 
the  mentally  retarded  in  a  mental  retardation 
center. 

8.  Calling  attention  to  unmet  needs  in  community 
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care  and  services,  providing  and  interpreting 
community  care  as  used  by  the  complex,  and 
stimulating  the  community  to  develop  such 
services,  needed  as  an  alternative  to  mental 
retardation  center  placement. 
9.  Provision  of  such  residential  services  as  noted 
in  the  original  plan  for  the  complex  or  as  demon- 
strated needs  arise  after  operation. 
10.  Maintenance  of  a  staff  according  to  standards 
set  by  the  State  Department  of  Mental  Health. 


H.    Key  Personnel 

Each  of  the  state's  regions  will  have  from  8  to  12 
Community  Mental  Health  Centers  within  its  bound- 
aries and  each  center  will  have  on  its  staff  an  Area 
Mental  Retardation  Program  Developer  (AMRPD). 
This  individual  provides  the  expertise  for  specific 
programs,  projects  and  facilities  for  the  retarded. 
AMRPD  provides  the  "one  portal  of  entry"  for  all 
individuals  suspected  of  being  mentally  retarded 
and  their  families  on  a  continuing  basis,  directing 
them  to  appropriate  programs.  He  maintains  a  case 
records  registry  and  conducts  systematic  follow-up 
of  each  patient  and  re-activates  cases  as  needed. 
He  is  also  active  in  new  and  on-going  community 
projects,  programs  and  facilities.  He  relates  to  both 
the  community  and  the  regional  mental  retardation 
centers.  The  AMRPD  is  directly  responsible  to  the 
Area  Director  who,  in  turn,  is  responsible  to  the 
Regional  Commissioner. 

A  Regional  Mental  Retardation  Program  Develop- 
er (RMRPD)  functions  as  a  staff  member  of  the 
Regional  Department  of  Mental  Health  management 
team  and  is  also  consultant  to  the  AMRPD's. 

A  liaison  team  consisting  of  a  physician  and  at 
least  two  other  professional  persons  (who  may  typ- 
ically be  a  psychologist,  social  worker  or  nurse) 
will  function  as  a  separate  division  of  the  Mental 
Retardation  Center  and  be  directly  responsible  to 
the  Superintendent  of  the  center  who  is  the  Associ- 
ate Regional  Deputy  Commissioner  for  Mental  Re- 
tardation. The  physician  will  be  director  and  co- 
ordinator of  the  team  and  the  other  team  members 
will  be  designated  as  Regional  Mental  Retardation 
Service  Directors  (RMRSD ).  Some  of  the  duties  of 
this  liaison  team  will  be: 


36  N.  C.  JOURNAL  OF  MENTAL  HEALTH 


1.  Work  with  area  groups  of  similar  composition 
in  order  to  train  the  area  team  in  evaluation 
and  programming  for  the  mentally  retarded. 

2.  Evaluate  and  program  all  new  admissions  from 
that  area. 

3.  Provide  consultation  to  the  community. 

4.  Provide  assistance  in  developing  new  commun- 
ity programs  with  particular  assistance  in  writ- 
ing the  narrative  portion  of  project  grants. 

5.  Participate  in  consultation  and  surveillance  of 
on-going  regional  mental  retardation  programs. 

I.     Other  Services 

In  the  delivery  of  comprehensive  services  to  the 
mentally  retarded,  it  would  be  desirable  to  streng- 
then and  expand  a  number  of  other  services  such 
as  day  training,  special  education,  recreation,  pre- 
ventive public  health  services,  legal  services,  social 
service  needs  such  as  adoption  and  foster  home 
placement,  transportation,  etc. 

J.     Funding  of  Community  Programs  and  Facilities 

A  more  general  funding  mechanism  is  needed  for 
the  support  of  the  community  mental  retardation 
programs  and  facilities.  A  simple  formula  should  be 
derived  for  the  state's  portion  of  staffing  and  con- 
struction funds  so  that  the  least  affluent  areas  with 
the  highest  priority  would  be  given  more  equitable 
opportunity  to  utilize  these  funds. 
( 

For  those  approved   projects  for  which  Federal 

funds  are  not  available,  the  Department  of  Mental 
Health  should  use  the  same  formula  that  it  does  for 
funding  community  mental  health  operations  so 
that  these  programs  can  be  assured  of  greater  finan- 
cial stability.  A  change  in  legislation  is  necessary 
to  permit  this  new  funding  mechanism. 

It  is  also  necessary  to  arrive  at  some  type  of 
funding  for  community  nursing  homes,  boarding 
homes,  and  residential  facilities  for  the  retarded 
that  are  the  responsibility  of  the  Department  of 
Mental  Health.  A  formula  will  be  devised  to  make 
up  the  difference  between  other  support  programs 
and  the  total  cost  of  these  operations. 

VI.        LICENSING 

Mandatory  licensing  of  any  program  and  facility  provid- 
ing services  to  the  mentally  retarded  should  be  required. 
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It  is  recommended  that  the  Department  work  out  a 
contractual  arrangement  with  another  agency,  probably 
the  Medical  Care  Commission,  to  make  the  necessary 
investigation  of  the  physical  plant  and  premise.  The 
Department  of  Mental  Health  would  actually  issue  the 
license  to  the  facility  or  program,  and  would  retain  re- 
sponsibilities for  policy,  procedure  and  program  stan- 
dards. 

VII.      MANPOWER  AND  TRAINING 

There  is  a  shortage  of  trained  manpower  for  work  with 
the  mentally  retarded. 

A  shift  in  institutional  population  toward  the  younger 
and  more  profoundly  retarded  also  necessitates  an  ex- 
pert, well-qualified  professional  care  program.  This 
necessary  expertise  in  all  of  the  various  disciplines 
should  be  available  at  each  mental  retardation  center 
for  both  the  programming  in  the  institution  and  for 
community  consultation. 

There  is  a  shortage  of  qualified  personnel  with  the 
expertise  necessary  for  the  operation  of  a  top  quality 
statewide  mental  retardation  program.  For  the  area  pro- 
gram alone  it  is  estimated  that  at  least  one  trained  men- 
tal retardation  generalist  will  be  required  for  every  fifty 
active  cases.  There  are  unmet  needs  at  all  the  centers 
for  physicians,  psychologists,  speech  and  hearing  path- 
ologists, nurses,  social  workers,  occupational  therapists, 
and  physiotherapists.  During  their  education  and  train- 
ing, both  graduate  and  undergraduate  students  should 
have  more  program  exposure  to  mental  retardation  and 
other  handicapping  conditions. 

Residents  in  psychiatry  in  the  training  program  spon- 
sored by  the  Department  of  Mental  Health  should  re- 
ceive a  definite  period  of  training  and  service  at  one  of 
the  mental  retardation  centers  actively  working  with  the 
mentally  retarded.  This  same  involvement  would  be  de- 
sirable for  all  psychiatric,  pediatric,  internal  medicine, 
and  general  practice  resident  training  programs  in  the 
state. 

An  attempt  should  be  made  to  involve  the  community 
colleges  to  provide  training  programs  for  paraprofes- 
sionals  for  such  needed  personnel  as  sheltered  work- 
shop directors,  day  training  center  directors,  community 
residential  facility  and  halfway  house  operators,  be- 
havioral modification  technicians,  psychometricians, 
and  mental  retardation  technicians. 
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The  Department  recognizes  the  importance  of  a  liai- 
son with  the  universities  and  the  many  advantages  of 
contracting  for  services  with  them  for  consultation, 
training,  and  research.  Likewise,  members  of  the  De- 
partment of  Mental  Health  should  actively  participate 
in  the  teaching  programs  in  the  institutions  of  higher 
learning. 

A  vigorous  and  continuous  inservice  training  program 
to  educate  and  re-orient  generic  personnel  in  the  various 
aspects  of  a  mental  retardation  program  and  for  con- 
tinuous upgrading  of  employed  personnel  would  be  most 
desirable. 

Vigorous  recruitment  for  qualified  professionals  is 
needed.  The  Department  of  Mental  Health  should  em- 
ploy a  health-service-trained  professional  such  as  a 
psychologist,  social  worker,  nurse,  or  physician  to  work 
full-time  in  the  recruitment  of  scarce  professionals. 

The  chief  professional  positions  in  a  sophisticated 
mental  retardation  program  require  a  certain  expertise, 
training,  and  experience  which  are  in  a  very  short  sup- 
ply. The  salary  ranges  of  most  of  the  experienced, 
specially  trained  professionals  need  re-evaluation.  Posi- 
tions should  be  funded  by  the  task  to  be  performed 
rather  than  the  discipline  involved. 

VIII.     SUMMARY 

'  This  paper  represents  the  position  of  the  Department 

of  Mental  Health  regarding  mental  retardation  and 
further  development  of  a  statewide  program  in  North 
Carolina.  The  needs  have  been  enumerated  and  sug- 
gested methods  to  meet  these  needs  have  been  made. 
Much  of  the  program  will  depend  on  the  emphasis  given 
to  cooperation  and  coordination  between  the  various 
federal,  state  and  local  agencies,  and  the  public  and 
private  sectors,  along  with  maximum  utilization  of  multi- 
funding  mechanisms.  The  utilization  of  the  area  con- 
cept, key  factor  logic,  and  a  public  mental  health-orient- 
ed systems  approach  will  accomplish  our  desired  goals. 
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The  cognitive  processes  of  individuals  liave  been  the  subject 
of  study  for  over  a  quarter  of  a  century.  Goldstein  and  Sherrer 
laid  the  foundation  for  later  studies  by  dichotomizing  the 
cognitive  processes  into  concrete  and  abstract  areas. i  They 
compared  the  abilities  of  "normals"  and  "abnormals"  and 
found  that  the  normal  population  was  capable  of  functioning 
in  both  the  concrete  and  abstract  areas,  while  the  abnormal 
population  was  primarily  confined  to  functioning  in  the  con- 
crete area.  Gregg  compared  process  and  reactive  schizophren- 
ics to  normals,  and  found  that  schizophrenics  tend  to  be 
impaired  in  abstract  functioning. 2  Lewis,  Griffith,  Riedel,  and 
Simmons  compared  the  ability  of  schizophrenics  to  normals  in 
abstracting  proverbs  and  found  that  schizophrenics  have  im- 
paired ability  to  abstract  the  meaning  of  proverbs.^ 

These  studies  indicate  that  schizophrenics  generally  have 
an  impaired  ability  to  function  in  an  abstract  situation.  Most 
of  the  subjects  studied  had  no  organic  brain  damage  to  inter- 
fere with  functioning  ability.  This  indicates  a  possible  change 
in  attitude  or  perception  of  the  abstract  concept  by  the 
subjects. 

The  successful  treatment  and  rehabilitation  of  schizo- 
phrenics is  difficult  and  as  much  salient  information  as 
possible  is  needed.  The  present  study  is  an  extension  of 
previous  experiments  designed  to  determine  if  rehabilitation 
schizophrenic  patients'  perceptions  of  concrete  and  abstract 
concepts  differ  significally. 
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METHOD 

Subjects 

The  subjects  for  this  study  consisted  of  50  schizophrenic 
patients  involved  in  an  inpatient  rehabilitation  program.  The 
subjects  were  diagnosed  by  psychiatrists  according  to  Mental 
Disorders,  1965.^ 

The  sample  consisted  of  25  males  and  25  females  whose 
ages  ranged  from  16  to  56  with  a  mean  age  of  32. 

Instruments 

The  Osgood  Semantic  Differential  was  used  and  presented 
with  drawings  representing  abstract  and  concrete  concepts. 
Osgood  indicated  that  the  meaning  of  nonverbal  concepts  could 
be  differentiated  in  the  Semantic  Differential  by  representation 
as  pictorial  stimuli. ^  The  concrete  stimuli  were  represented  by 
drawings  of  a  tree,  house,  car,  and  a  shoe;  and  the  abstract 
stimuli  were  represented  by  geometric  drawings  of  a  circle, 
triangle,  square,  and  wavy  lines. 

RESULTS 

The  findings  of  this  study  are  presented  in  Table  I.  The 
analysis  of  the  data  revealed  at  t=  -  1.08;  P>.05.  The  null 
hypothesis  of  no  significant  difference  in  schizophrenic 
patient's  perception  between  abstract  and  concrete  concepts 
is  not  rejected. 

TABLE  I 

Comparison  of  Schizophrenic  Patients'  Sematic  Differential 
Scores  regarding  Concrete  and  Abstract  Concepts 

CONCRETE  ABSTRACT 

Mean  of  ratings  4.26  4.18 

Mean  difference  of 

rating  -0.074 

L -1.08      

(49dF;  value  not  significant  at  .05  level ) 

DISCUSSION 

The  findings  of  this  study  indicate  that  the  apparent  diffi- 
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culty  that  schizophrenic  patients  have  functioning  in  the  ab- 
stract area  may  not  occur  because  of  differential  perception. 
The  studies  of  Goldstein  and  Sheerer, <5  Lewis,  et.  al.;^  Gregg, ^ 
and  Whites  inidcate  that  abstract  functioning  is  impaired  in 
"abnormal",  alcoholic  and  schizophrenic  individuals.  It  is 
possible  to  conclude  from  these  studies  that  the  ability  to  deal 
effectively  with  abstract  situations  and  concepts  diminishes  as 
a  person  moves  away  from  normality.  The  findings  of  this  study, 
however,  do  not  support  the  premise  that  schizophrenics' 
impairment  in  abstract  functioning  is  due  to  differential  per- 
ception of  abstract  concepts. 
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Introduction 

One  might  consider  it  a  significant  sign  that  this  presenta- 
tion on  geriatrics  comes  at  the  end  of  a  day  full  of  challenging 
and  informative  speeches.*  Perhaps  that  is  indicative  that 
geriatrics  deals  with  those  compound  problems  found  in  and 
related  to  the  last  phase  of  the  life  cycle.  Perhaps,  too,  noting 
that  there  have  been  five  presentations  on  children  and  youth 
today,  this  position  may  be  symbolic  of  our  youth-oriented 
society  which  tends  to  consider  the  elderly  person  at  the  end 
of  the  line  and  relegates  them  to  a  last  position  socially, 
psychologically,  politically,  and  economically.  But  I  appreciate 
the  opportunity  to  describe  some  of  the  needs,  progress,  prob- 
lems, and  opportunities  in  caring  for  the  mental  health  of  the 
older  citizens  of  North  Carolina  as  we  move  into  the  Seventies. 

Statistics 

First  let  us  look  at  some  of  the  facts  and  figures  dealing 
with  the  older  person  in  North  Carolina.  Our  society  has  tended 
to  make  65  years  the  arbiter  of  aging,  although  of  course  most 
people  over  that  age  continue  to  function  fairly  well.  To  keep 
some  perspective,  it  might  be  well  to  mention  here  before  we 
get  into  talking  of  sickness  and  hospitalization  that  only  about 
4%  of  all  of  those  over  age  65  in  the  U.S.  are  in  some  type  of 
institution,  whether  mental  hospital,  general  hospital,  board- 
ing home,  or  nursing  home.  Of  course,  some  people  younger 
than  65  have  problems  which  are  related  to  the  aging  process, 
and  so  might  be  appropriately  considered  "geriatric."  The 
term  geriatrics  usually  refers  to  the  medical  diseases  of  older 
persons,  and  so  I  will  use  the  term  gero-psychiatric,  which  as 
far  as  I  know  is  a  neologism  coined  at  Duke,  to  refer  more 
particularly  to  the  emotional  and  psychiatric  disorders  of  the 

*Presented  at  the  1971  Umstead  Distinguished  Lecture  Series,  February 
4-5,  Raleigh,  as  part  of  a  panel  on  "The  North  Carolina  Scene:  Analysis 
and  Synthesis." 
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elderly.  In  1960,  only  6.8%  of  the  N.  C.  population  was  over 
age  65,  which  was  lower  than  the  national  average  of  9.2%. 
However,  from  1960  to  1966,  while  the  U.  S.  65  plus  popula- 
tion increased  11.5%,  the  percentage  increase  in  North  Caro- 
lina was  16.3.  It  is  projected  that  by  1980  there  will  have 
been  a  40%  increase  in  the  number  of  elderly  persons  over  the 
1965  level.  With  such  a  rapid  rate  of  growth  of  the  elderly 
population,  the  number  of  elderly  in  need  of  psychiatric  help 
can  also  be  expected  to  increase  considerably. 

Studies  have  indicated  that  the  State  Hospitals  have  pro- 
vided most  of  the  treatment  for  older  persons  with  psychiatric 
disorders  in  North  Carolina,  so  it  might  be  of  interest  to  look  at 
some  of  the  recent  statistics  concerning  patients  over  age  65 
in  the  four  North  Carolina  State  Mental  Hospitals.  About  11% 
of  the  total  admissions  were  65  or  older,  but  more  than  25% 
of  the  resident  patients  in  the  State  Hospitals  are  in  that  age 
range.  Of  course  a  number  of  these  have  been  hospitalized 
for  many  years  and  simply  have  grown  old  in  the  hospital,  but 
also  this  figure  reflects  the  longer  hospitalization  of  older 
people  admitted  late  in  life. 

There  are  approximately  equal  numbers  of  men  and  women, 
but  there  are  about  4  whites  to  1  non-white.  Of  these,  53%  are 
in  the  age  range  of  65-74  years,  37  %  are  ages  75-84,  and  10% 
are  over  age  85.  Ninety  per  cent  of  all  of  the  admissions  are 
native  born  North  Carolinians,  and  they  are  about  evenly 
divided  among  urban  and  rural  settings.  About  70%  live  either 
in  their  own  home  with  a  spouse  or  else  with  other  relatives. 

Looking  at  the  mental  health  aspects  of  these  people,  we 
find  that  for  70%  their  first  psychiatric  hospital  admission 
occurs  after  age  65.  About  90%  have  never  had  any  prior 
outpatient  psychiatric  care  of  any  kind  anywhere.  We  might 
like  to  think  that  this  means  that  outpatient  services  are  reduc- 
ing geriatric  inpatient  admissions  by  keeping  those  receiving 
such  services  in  the  community.  As  a  matter  of  fact,  people 
over  age  65  make  up  only  2%  of  those  attending  various 
psychiatric  outpatient  services.  Thus  we  see  a  rather  peculiar 
all  or  none  phenomena  regarding  the  treatment  of  mental 
disorders  in  the  elderly,  where  the  person  is  either  receiving 
no  specific  treatment  or  else  is  hospitalized. 

Of  those  admitted,  70%  had  a  diagnosis  of  chronic  or  acute 
brain  syndrome,  with  9%  psychoses,  8%  personality  disorders, 
and  7%  neuroses.  Some  surveys  of  the  general  non-hospitalized 
older  people  indicate  that  perhaps  30%  have  some  psychologi- 
cal abnormalities,  with  about  10  to  15  per  cent  of  these  being 
serious. 
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Activities 

Since  the  four  state  mental  hospitals  have  been  doing  much 
of  the  treatment  of  the  mental  illness  of  older  persons  in 
North  Carolina,  we  should  look  at  the  programs  which  have 
been  developed  in  them  within  the  past  few  years,  and  see 
where  they  stand  currently. 

Almost  traditionally  the  state  hospital  was  viewed  as  a 
custodial  institution  for  the  mentally  and  often  physically 
handicapped  aged.  It  was  often  the  expectation  of  the  patient, 
of  the  family,  of  society,  and  of  the  staff  that  the  patient  would 
be  there  for  the  remainder  of  his  days.  This  therapeutic 
nihilism  combined  with  overcrowding  and  understaffing  all 
too  often  made  this  a  self-fullfilling  prophecy.  Fortunately  in 
the  last  decade,  a  number  of  farsighted  and  hard  working 
individuals  began  to  try  to  reverse  this  expectation  and  over- 
whelming load.  A  major  problem  has  been  the  admission  of 
older  patients  with  chronic  physical  disorders  rather  than 
psychiatric  ones.  Also  a  number  of  severely  senile  or  de- 
mented people  are  admitted  for  basic  nursing  care  rather  than 
for  behavioral  or  emotional  problems.  Of  course,  older  people 
have  many  physical  diseases,  and  there  is  frequently  a  direct 
relation  between  the  physical  and  emotional  problems,  going 
in  both  directions.  This  diagnostic  dilemma,  complicated  by 
the  many  social  and  economic  problems  of  the  elderly,  has 
undoubtedly  contributed  to  the  reluctance,  which  approaches 
gerontephobia,  of  most  to  deal  with  the  aged  and  their  complex 
problems.  Some  studies  have  shown  that  the  misadmission  of 
the  physically  ill  to  psychiatric  wards,  and  vice  versa,  results 
in  an  increase  in  such  symptoms  as  restlessness,  disorienta- 
tion, impaired  communication,  and  incontinence.  Certain 
reversible  psychiatric  disorders  in  the  elderly  tend  to  become 
irreversible  if  not  treated  early  and  vigorously. 

All  four  of  the  state  hospitals  now  have  geriatric  admission 
wards  for  initial  evaluation  and  treatment.  In  three,  internists 
do  most  of  the  diagnosis,  and  we  are  fortunate  in  having 
several  who  are  remarkably  competent  in  dealing  both  with 
physical  and  many  psychiatric  disorders.  Personnel  shortages 
make  it  often  difficult  for  the  patients  to  be  seen  by  a  psychia- 
trist with  any  regularity,  however.  All  of  the  hospitals  have  a 
medical  and  some  type  of  nursing  care  service.  At  two,  older 
patients  who  have  primarily  psychiatric  disorders  are  treated 
on  the  geographic  units  with  patients  of  other  ages,  while  at 
the  other  two  there  are  specialized  geropsychiatric  wards.  With 
tremendous  effort  on  the  part  of  many,  various  rehabilitative 
and  therapeutic  programs  have  been  set  up  for  the  elderly  at 
each  of  the  hospitals,  although  often  with  little  in  the  way  of 
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supplementary  or  sustaining  funds.  This,  coupled  with  vigor- 
ous efforts  at  placing  patients  outside  of  the  hospital,  has 
resulted  in  drops  in  the  number  of  hospitalized  patients  as  well 
as  improvements  in  outlook  and  morale.  However,  placement 
of  older  patients  outside  of  the  hospital  remains  a  major  prob- 
lem because  of  the  lack  of  adequate  boarding  or  nursing 
home  facilities,  as  well  as  a  lack  of  supportive  services  such 
as  food  services  or  age-appropriate  mental  health  clinic  facili- 
ties. 

Older  patients  require  a  great  deal  of  nursing  personnel  time 
and  energy,  and  experience  has  shown  that  many  can  be 
rehabilitated  to  the  point  of  feeding  themselves,  becoming 
ambulatory,  and  regaining  urinary  continence  with  sufficient 
training  and  attention.  Too  often  there  has  been  an  inadequate 
number  of  attendant  personnel,  in  particular,  for  when  one 
attendant  has  to  care  for  perhaps  50  sick  elderly  people,  then 
excessive  inactivity,  over  dependency,  regression,  and  de- 
humanization  are  bound  to  result,  and  the  personnel  often  get 
overwhelmed  and  frustrated.  It  takes  a  certain  number  of 
people  with  adequate  training,  encouragement,  and  supervision 
to  overcome  this  negative  situation.  It  was  hoped  by  some  of 
us  that  funds  from  Medicare  which  were  intended  to  upgrade 
care  for  the  elderly  would  help  it  improve  the  unfavorable 
staff-patient  ratios  and  facilities,  but  this  did  not  seem  to 
materialize. 

Another  part  of  the  program  to  improve  the  care  of  elderly 
psychiatric  patients  was  to  try  to  do  pre-admission  screening, 
in  order  to  prevent  inappropriate  admissions  and  to  direct  them 
to  more  suitable  alternatives.  This  not  only  helps  to  reduce  the 
overwhelming  number  of  patients  in  the  hospital,  but  also  to 
reduce  the  frequency  of  traumatic  moves  to  the  older  person. 
Most  of  this  has  been  done  through  the  community  mental 
health  clinics,  but  the  success  of  it  has  varied  widely  depend- 
ing on  the  local  facilities  and  complex  relationships. 

Adequate  placement  of  an  older  patient  outside  of  the  hos- 
pital when  he  stabilizes  or  improves  is  an  important  part  of 
preserving  the  mental  health  of  the  older  person,  but  this  is 
frequently  hampered  by  the  effective  lack  of  homes  and  agen- 
cies in  many  areas.  Too  often  nursing  or  boarding  home  place- 
ment may  mean  a  delay  of  many  months  or  years.  For  many 
mentally  ill  older  persons  some  type  of  intermediate  care  facil- 
ity or  partial  hospitalization  is  needed  which  could  provide 
age-appropriate  active  treatment  and  care  from  trained  people. 
It  has  been  shown  elsewhere,  by  Cosin  in  England,  for  example, 
that  day  hospitalization  can  often  sustain  a  rather  sick  older 
person,  as  well  as  his  often  exhausted  family,  rather  well  in 
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the  community  at  a  cost  far  below  full  hospitalization  or 
institutionalization.  There  are  a  number  of  day  care  centers 
run  by  mental  health  clinics  in  the  state,  but  experience  has 
shown  that  these  are  geared  mostly  to  the  needs  of  younger 
patients,  and  that  the  elderly  hardly  ever  attend.  Both  the 
design  of  the  facility  and  the  training  of  the  personnel  need  to 
be  directed  to  the  special  problems  and  requirements  of  the 
older  patient.  Great  planning  and  effort  have  gone  into  the 
development  of  a  day  hospital  program  at  Cherry  Hospital, 
where  one  is  successfully  operating  within  the  hospital  itself. 
Attempts  to  establish  one  within  a  community  found  enthusi- 
asm on  the  part  of  the  community  and  volunteers,  but  it  has 
not  been  possible  to  carry  through  on  it  because  of  lack  of 
priming  funds  and  trained  supervisory  personnel. 

Area 

I  think  that  it  is  abundantly  clear  that  the  mental  health  of 
the  elderly  is  dependent  to  a  great  extent  on  a  multiplicity  of 
physical,  psychological,  social,  and  economic  factors,  and  that 
adequate  care  depends  on  the  effective  utilization  of  many 
services  and  agencies.  As  a  recent  Group  for  the  Advancement 
of  Psychiatry  report  entitled  "Toward  a  Public  Policy  in  Mental 
Health  Care  of  the  Elderly"  states  about  the  national  situation, 
"The  elderly  suffer  disproportionately  from  our  non-system  of 
non-care  characterized  by  insufficient  financing  for  both  health 
and  sickness  and  by  fragmented  delivery  of  service."  In  addi- 
tion, this  report  asserts  that  the  federal  government  sets  and 
enforces  higher  standards  for  the  treatment  of  animals  used 
for  research  or  experimentation  than  it  does  for  the  enforce- 
ment by  States  of  standards  for  the  housing  of  feeble  or  sick 
old  people  receiving  public  welfare  payments  in  institutions 
that  could  not  qualify  for  Medicare  payments. 

Fortunately  North  Carolina  is  advanced  in  many  ways  beyond 
this  national  substandard.  For  a  number  of  years,  the  N.  C. 
Department  of  Mental  Health  has  been  working  to  develop  an 
area  program  concept  to  increase  comprehensiveness,  con- 
tinuity, and  effectiveness  of  health  care  with  the  goal  of 
meeting  mental  health  needs  earlier  and  closer  to  home.  I  will 
not  attempt  to  discuss  this  in  detail  here  as  there  are  several 
speakers  at  this  meeting  who  will  deal  with  it.  I  know  that 
they  share,  however,  the  experience  I  have  had  in  the  tre- 
mendous time  and  energy  involved  in  setting  up  coordinated 
programs,  interagency  referrals,  and  flexible  and  sometimes 
diffuse  personnel  roles.  There  are  many  unexpected  problems, 
techniques,  and  policies  that  have  to  be  explored  and  evalu- 
ated. There  is  certainly  value  in  doing  this  initially  in  limited 
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areas  rather  than  on  a  state  wide  basis.  There  has  been  a 
great  deal  of  thought  and  planning  put  into  a  joint  project 
which  is  entitled  the  Durham  Area  Program  for  Aging,  which  is 
to  develop  a  comprehensive  system  of  mental  health  care  for 
the  elderly.  This  would  utilize  the  Durham  County  Mental 
Health  Center,  the  Information  and  Counseling  Service  for 
Older  Persons  which  is  a  unique  psychiatric  outpatient  service, 
the  Public  Health  and  Social  Service  Departments,  the  Co- 
ordinating Council  for  Older  Persons,  some  of  the  personnel 
and  diagnostic  services  of  the  Duke  University  Center  for  the 
Study  of  Aging  and  Human  Development,  and  the  inpatient 
geropsychiatric  services  of  John  Umstead  Hospital.  These 
services,  like  those  in  most  places,  too  often  function  in  isola- 
tion rather  than  in  harmony,  to  the  detriment  of  the  older 
person  in  need.  Long  range  research  and  evaluation  needs  to 
be  carried  out  on  the  total  project  and  effectiveness  of  its 
components. 

Another  vital  area  is  the  training  of  people  on  all  levels  to 
work  effectively  with  older  persons.  At  present  there  are  train- 
ing programs  in  geropsychiatry  based  at  Duke,  in  geropsychia- 
tric nursing,  in  geriatric  and  chronic  care  for  psychiatric 
residents  at  John  Umstead,  in  geropsychiatry  for  attendant 
personnel,  and  in  recreation  for  the  aged  at  U.N.C.  Other 
specific  courses  and  programs  need  to  be  developed  and 
expanded,  such  as  those  for  boarding  and  nursing  home 
operators  and  attendants,  social  workers,  and  home  service 
workers,  as  well  as  for  the  elderly  themselves. 

Another  field  which  needs  to  be  developed  is  consultation, 
both  in  person  and  by  telephone,  readily  available  to  all  care 
givers  of  the  aging  in  the  community  or  in  the  state.  Somewhat 
related  to  this  would  be  the  development  of  teams  for  home 
visits  for  pre-admission  screening  and  follow-up  as  well. 

Some  fundamental  research  into  the  problems  of  normal 
and  abnormal  aging  needs  to  be  done.  Much  remains  to  be 
learned  about  the  nature,  prevention,  and  treatment  of  demen- 
tia and  chronic  brain  syndrome.  In  North  Carolina  we  are 
almost  unique  in  having  such  a  range  of  peoples,  facilities, 
and  institutions  with  experience  or  opportunities  in  working 
with  the  aged  and  their  mental  health.  Would  it  be  that  we 
would  respond  adequately  and  in  time  to  utilize  them  to  meet 
the  rapidly  rising  needs? 

Just  yesterday  Secretary  of  Welfare  Richardson  announced 
the  probable  reduction  of  Medicare  and  Medicaid  payments  by 
cost  sharing.  In  addition  he  proposed  measures  to  encourage 
states  to  use  outpatient  facilities  rather  than  institutionaliza- 
tion where  possitDle,  and  to  make  surveillance  and  review  of 
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institutionalized  patients  more  efficient.  Rather  than  let  the 
services  for  the  mental  health  of  our  older  citizens  decline 
by  inaction  and  failure  to  grasp  present  and  upcoming  oppor- 
tunities, we  might  hope  that  a  portion  of  funds  from  Medicare 
and  for  the  area  programs  would  be  specifically  set  aside  for 
geriatric  services.  This  might  be  especially  appropriate  in  this 
year  when  the  whole  nation  reviews  its  policies  on  aging  at 
the  1971  White  House  Conference  on  Aging.  Age— if  it  can  be 
a  time  of  reward  and  not  of  punishment  or  neglect — is  some- 
thing everyone  can  hope  for.  Not  older  Americans  alone,  but 
all  Americans  should  be  concerned  with  what  awaits  them  in 
their  later  years. 
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CASE  STUDY  AND  DEVELOPMENT  OF 
AREA  PROGRAM 


Brooke  Johnson,  Ph.D. 

Area  Director 
New  River  IVlental  Healtli  Center 


The  New  River  Area  Mental  Health  program  was  conceived 
in  1965  when  a  formal  agreement  was  made  between  Brough- 
ton  Hospital  and  the  community  mental  health  center  for  a 
psychiatrist  from  Broughton  to  work  one  day  per  week  in  the 
communtiy.*  The  unit  which  had  just  been  set  up  at  Broughton 
had  people  from  eight  counties;  the  Mental  Health  Center  was 
also  new,  at  that  time  serving  three  counties.  Since  then,  the 
Mental  Health  Center  catchment  area  has  expanded  to  five 
counties  and  a  new  geographic  unit  was  formed  at  Broughton 
to  match  those  five  counties. 

Several  significant  happenings  have  occurred  in  this  brief 
five-year  history.  At  the  beginning,  there  was  agreement  be- 
tween me  and  the  unit  director  at  Broughton  Hospital  that  an 
institution  is  not  a  normal  habitat  for  people,  and  that  when- 
ever possible,  people  should  return  to  the  community  to  live. 
During  the  first  year,  1965-1966,  the  resident  population  at 
Broughton  from  these  five  counties  was  reduced  from  202  to 
156,  almost  25%  .  Concurrent  with  this,  clinic  admissions  in  the 
community  increased  from  194  to  596,  over  300%,  and  in- 
cluded the  people  who  had  been  discharged  from  Broughton. 

The  second  significant  event  occurred  in  January,  1969, 
when  a  new  geographic  unit  was  formed  to  serve  the  same  five 
counties  as  the  Mental  Health  Center  area.  The  expression 
"area  program"  had  not  been  coined  at  that  time,  and  Dr. 
Hargrove  was  referring  to  the  concept  as  "one-directorship", 
meaning  that  one  person  should  direct  both  the  community 
Mental  Health  Center  and  the  geographic  unit.  I'm  not  sure 
if  he  intended  it,  but  I  tried  to  manage  both  at  once  for  about 
two  to  three  months.  It  was  at  about  this  time  that  my  wife 
became  concerned,  thinking  that  I  had  a  mistress  and  was 
about  to  desert  her  due  to  my  absence  from  home. 

All  this  led  to  the  third  significant  event — the  development 
of  an  organizational  structure  for  what  appeared  then  to  be  an 
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impossible  task.  In  March,  1969,  The  American  Psychological 
Association  sent  a  consultant  who  was  well  versed  in  com- 
munity mental  health  program  planning;  he  spent  two  valuable 
days  with  us.  The  specific  beneficial  information  we  learned 
from  his  visit  was  (1 )  spend  less  time  at  Broughton  and  (2  ) 
decentralize  the  community  program.  In  order  to  accomplish 
the  first  goal  of  spending  less  time  at  Broughton,  it  was  neces- 
sary to  select  a  person  to  manage  the  geographic  unit.  This 
was  a  crucial  task  because  the  person  would  have  to  be  respon- 
sible to  me  and  loyal  to  the  needs  of  the  community  rather 
than  the  institution.  On  the  surface,  this  may  sound  contro- 
versial but  I  am  firmly  convinced  that  no  one  would  approve 
of  vested  interests  and  rigidity  developing  in  our  mental  health 
programs.  Mental  health  centers  cannot  be  excluded  because 
many  community  programs  are  more  institutionalized  than 
state  institutions.  I  don't  think  it  ever  happens  intentionally, 
but  it  happens. 

Getting  back  to  my  main  point,  our  consultant's  second 
recommendation  to  decentralize  the  community  program  was 
related  to  the  fact  that  we  had  one  main  office  with  several 
satellite  clinics  over  the  several  counties  and  a  lot  of  traveling 
back  and  forth.  In  late  1969,  we  divided  the  five  counties  into 
three  districts  with  a  local  program  director  in  charge  of  each 
district.  Each  of  them  relates  to  advisory  board  members  and 
county  commissioners  in  their  respective  districts  and  are 
responsible  for  program  management.  As  the  local  program 
directors  become  skillful  in  community  need  assessment,  goal 
development  and  program  planning,  the  area  director  will  be 
able  to  spend  more  time  in  evaluation  and  quality  control, 
matching  local  program  requests  with  appropriate  Department 
of  Mental  Health  Resources  and  setting  priorities  with  the 
regional  management  team. 

The  fourth  significant  event  occurred  in  May,  1970,  when, 
in  a  conversation,  I  was  asked  "What  have  you  been  doing  at 
Western  Carolina  Center?"  So,  in  September,  1970,  I  started 
spending  20%  of  my  time  at  Western  Carolina  Center  to  develop 
a  structured  relationship  here.  Nobody  has  to  tell  me— I  know 
the  A.  R.  C.  is  next,  and  we're  working  on  it. 

The  fifth  significant  event  occurred  in  January,  1971,  when 
the  local  program  directors  suggested  that  I  cool  it  for  awhile 
on  Department  of  Mental  Health  priorities  and  pay  a  little  more 
attention  to  local  problems.  I  consider  this  fairly  serious  when 
I  consider  that  I  still  get  my  paycheck  from  local  government 
and  the  local  program  directors  could  probably  get  me  fired  if 
they  wanted  to. 
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I  have  limited  my  remarks  to  the  development  of  our  par- 
ticular area  program  and  have  tried  to  highlight  some  of  the 
experience  of  the  area  director  position.  You  should  not  leave 
without  knowing  that  no  less  than  seventeen  staff  members 
spend  some  regular  time  in  both  state  and  local  programs. 
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PRIORITIES 

Issues  and  Implementation 


Billy  Royal,  M.D. 

Director 
Edgecombe-Nash  Mental  Health  Center 


Webster  defines  Priority— The  quality  or  condition  of  being 

prior;  precedence  in  time,  order, 
importance,  etc. — as  a  right  to 
precedence. 

The  area  program  in  North  Carolina  developed  during  the 
middle  1960's.*  The  state  was  divided  into  27  areas,  all  of 
which  met  the  federal  regulations  of  meeting  the  population 
quotas  of  75,000  to  200,000  in  order  to  be  eligible  for  con- 
struction and  staffing  grants.  There  have  been  few  changes 
in  the  original  design.  Today,  there  are  41  areas  in  North  Caro- 
lina. The  size  of  these  include  15  areas  consisting  of  a  single 
county  and  26  areas  of  multiple  counties.  Each  of  these  areas 
is  related  to  a  specific  state  hospital,  a  mental  retardation 
center  and  all  but  10  areas  are  related  to  an  alcoholic  rehabili- 
tation center.  The  state  hospitals  during  this  time  have  devel- 
oped area  units  so  that  most  of  the  patients  from  a  specific 
catchment  area  are  in  a  separate  area  or  building  within  the 
hospital.  Communities,  in  the  meantime,  have  developed 
programs  that  began  from  a  minimum  such  as  a  secretary  with 
a  once-a-week  social  work,  psychological  or  psychiatric  con- 
sultation; others  with  an  alcohol  information  center  and  other 
communities  with  more  sophisticated  programs  and  full-time 
professional  personnel.  These  two  types  of  programs  have 
grown  in  the  past  few  years  with  the  community  programs 
enlarging  by  providing  services  to  more  varied  groups,  while 
the  institutions  have  restructured  their  programs  and  personnel 
and  have  become  more  involved  in  the  community  in  spirit — if 
not  in  fact. 

How  Have  Priorities  Been  Set? 

Institutions  have  had  priorities  set  primarily  by  the  General 
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Assembly  of  North  Carolina  through  the  General  Statutes.  The 
state  institutions  were  initially  started  to  accept  the  "insane," 
the  "epileptics"  and  the  "feeble  minded."  Later,  the  diagnostic 
categories,  and  therefore  priorities,  were  changed  and  in- 
creased. Centers  for  treatment  of  another  specific  diagnosis, 
"alcoholism,"  were  recently  created  by  the  North  Carolina 
General  Assembly.  Priorities  for  institutions  have  changed  and 
enlarged  in  that  they  have  developed  research,  training  and 
educational  projects  over  the  years.  They  have  developed 
specialized  treatment  programs,  and  they  have  pioneered  in 
types  of  community  involvement. 

Earlier  types  of  community  programs  developed  under  the 
auspices  of  the  Department  of  Public  Health.  Primarily,  these 
were  set  up  to  provide  "aftercare"  for  discharged  state  hospital 
patients.  Some  of  these  added  small  diagnostic  and  evalua- 
tion programs.  These  fourteen  programs  were  placed  in  the 
Department  of  Mental  Health  in  1963. 

Other  community  programs  initially  had  their  priorities  set 
in  a  more  varied  manner.  This  was  due  in  part  to  the  fact  that 
programs  were  started  by  various  civic  groups,  special  interest 
groups  interested  in  a  specific  project— i.e.,  children's  services, 
mental  retardation,  etc.,  as  well  as  by  county  commissioners. 
Often  these  did  not,  in  the  beginning,  utilize  any  tax  money  or 
have  any  official  sanction. 

The  priorities  were  then  set  by  the  group  or  agency  that 
began  the  program.  This  was  often  for  a  small  segment  of  what 
we  today  see  as  the  responsibility  of  the  Department  of  Mental 
Health.  Priorities  for  local  programs  have  continued  to  be  set 
by  the  local  governing  body  or  local  administration  with  some 
few  exceptions,  such  as  areas  having  priorities  set  by  the  fed- 
eral government  because  of  federal  construction  and  staffing 
grants. 


The  Area  Concept? 

The  area  concept,  as  we  have  noted,  began  in  the  early 
1960's  and  is  an  attempt  to  put  together  the  fragmented  parts 
of  a  system  that  deals  with  mental  illness  and  mental  health. 
This  system  proposes  to  put  all  the  separate  parts  that  are  the 
responsibility  of  the  Department  of  Mental  Health  in  an  area 
under  one  board,  one  director  and  one  program.  The  local 
mental  health  program,  as  well  as  the  component  parts  of  the 
local  program  that  is  housed  in  distant  state  institutions,  would 
function  as  a  single  entity. 
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What  are  the  Advantages  of  the  Area  Concept? 

1.  The  concept  would  provide  for  continuity  of  patients 
and  prevent  transferring  the  patient  from  one  system  of 
care  to  another  or  from  one  group  of  professionals  to 
another. 

2.  The  patient  and  the  treatment  team  would  develop  a 
new  philosophy  of  care. 

3.  There  would  be  an  increase  in  communication  between 
professionals  for  the  patients'  benefit. 

4.  There  would  be  a  reduction  of  "lost"  patients,  presently 
often  due  to  the  transfer  process. 

5.  Viewpoint  (or  education  )  for  the  treatment  team  would 
be  broadened  so  that  they  could  learn  more  and  appre- 
ciate the  complexities  of  other  professionals,  as  well  as 
of  the  patients  in  the  other  parts  of  the  treatment  system. 

6.  There  would  be  a  better  utilization  of  time  by  the  treat- 
ment team  in  the  total  system  of  care. 

7.  There  would  be  a  better  chance  to  discover  and  utilize 
the  individual  talents  of  the  treatment  team. 

8.  An  increased  interest  and  investment  of  the  local  com- 
munity into  the  institution  and  the  total  mental  health 
system  could  be  developed. 

9.  The  area  concept  could  increase  the  possibilities  for 
meaningful  research,  statistical  gathering  and  plannings 
on  a  broad  scale. 

10.  It   could    increase  the    possibilities  for   prevention   of 
mental  illness. 

11.  It  would  provide  for  better  budgetary  planning  for  the 
economic  benefit  of  all. 

12.  It  would  provide  a  better  format  for  setting  priorities. 


Negative  Aspects  or  Problems 

1.  Each  of  the  four  basic  treatment  systems  were  set  up 
with  definitive  and  separate  priorities,  even  though  in 
some  instances  they  overlap. 

2.  The  history,  organization,  governing  board  and  structure 
of  each  of  the  systems  is  different. 

3.  The  institutions  have  the  problem  of  having  had  a  single 
stable  model  for  many  years  and  of  being  caught  in  a 
transformation  of  splitting  itself  into  many  separate 
components.  It  will  have  to  accept  and  work  through  a 
new  mission  and  a  new  image.  In  essence,  the  institu- 
tion is  and  will  undergo  a  significant  identity  crisis. 

4.  The  budgetary  and  the  personnel  problems,  especially 
in    the    institutions,    will    require    much    thought   and 
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planning  in  order  to  preserve  the  institution  as  a  viable 
entity  with  purpose  and  integrity,  while  at  the  same  time 
letting  it  be  a  part  of  many  separate  area  programs. 

A  Broader  Concept 

The  area  program  and  priorities  have  thus  far  been  dealt 
with  in  terms  of  looking  at  the  component  parts  of  four  basically 
independent  systems  with  the  idea  of  combining  them  into  a 
single  unitary  system. 

There  are  a  number  of  interesting  thoughts  and  questions 
as  we  look  at  this  concept  and  attempt  to  establish  priorities. 
How  do  the  priorities,  as  now  set  up  by  the  individual  treatment 
systems,  fit  in,  or  relate  to  the  overall  purposes  of  the  goal  (s  ) 
of  the  North  Carolina  Department  of  Mental  Health?  We  have 
noted  that  priorities  have  been  set  up  by  various  groups  for 
specific  purposes  and  with  benefit  of  minimal,  if  any,  research 
and  planning.  Certainly  no  systems  analysis  have  gone  into 
establishing  any  of  our  programs  or  priorities  today  in  the 
generally  accepted  definition  of  that  term. 

The  use  of  the  term  priority  would,  or  should,  imply  that 
this  is  the  first  step  or  leg  of  an  overall  short  or  long-range 
goal.  In  a  sense  it  has  nothing  to  do  with  the  ultimate  achieve- 
ment of  the  goal.  Emptying  the  state  hospitals  per  se  does  not 
speak  to  the  overall  problem  of  mental  health  in  a  given  com- 
munity. All  of  the  patients  could  be  transferred  to  local  board- 
ing or  nursing  homes  and  treatment  carried  out  in  local 
hospitals  without  indicating  that  the  mental  health  in  the 
area  was  any  better  or  worse. 

Buckminister  Fuller  has  developed  the  concept  of  the  closed 
system  in  terms  of  the  planet  Earth.  This  closed  system  concept 
is  what  we  are  developing  in  terms  of  the  area  concept  and 
some  of  Fuller's  thoughts  appear  to  be  applicable  here.  In  the 
general  systems  theory  his  suggestion  is  that  we  start  by 
investigating  all  of  the  important  variables  that  are  operating 
in  the  problem.  We  should  carry  out  evaluation  and  research 
on  the  total  system.  He  cites  examples  which  would,  in  con- 
formity with  his  concept  of  synergy,  result  in  new  wealth  or 
advantages  by  combining  our  present  systems  of  care.  Instead 
of  just  adding  together  the  programs  at  each  of  the  institutions 
and  the  local  mental  health  program,  we  would  reap  new  and 
better  methods  of  patient  care  with  economic  advantages. 
Further  collaboration  with  other  community  agencies  and 
resources  would  enlarge  this  benefit. 

In  each  catchment  area  the  demands  and  the  needs  of  the 
population  for  programs  are  impossible  to  meet  with  the  budget 
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and  personnel  that  we  have  now  or  will  have  in  the  future  in 
the  traditional  manner  that  we  now  use.  Someone  has  stated 
that  mental  health  resources  of  budget  and  personnel  are  on  a 
collision  course  with  population  expectation.  If  you  attempt  to 
carry  out  fifteen  to  twenty  programs  on  a  budget  of  $180,000 
you  can  quickly  learn  to  believe  that. 

The  paper,  "Systems  Analysis  and  Mental  Health,"  {Com- 
munity Mental  Health,  February  1969 ),  by  Hutcheson  and 
Krouse,  raises  questions  and  suggests  other  questions  that 
address  the  problem  of  setting  priorities.  The  systems  approach 
has  been  defined  as  "an  orderly  way  of  looking  at  all  the 
angles  of  a  complex  problem,  to  determine  the  best  operating 
solution  for  a  given  set  of  constraints."  They  point  out  that 
the  goal  has  to  be  defined,  as  well  as  the  boundaries  of  the 
system  and  the  subsystems  (the  four  components,  other  agen- 
cies and  other  community  programs)  and,  likewise,  the  time 
and  cost  variables.  A  major  constraint  is  the  budget.  It  has 
been  suggested  that  some  priorities  have  been  and  are  set 
on  the  basis  of  available  money,  regardless  of  the  relevant 
needs  or  planning  of  an  area.  "Are  the  goals  or  priorities  set  by 
mental  health  professionals;  and,  if  so,  what  happens  if  the 
catchment  area  community  has  another  set  of  goals  or  priori- 
ties? Are  the  priorities  of  the  systems  that  we  have  now  rele- 
vant in  the  area  programs,  or  would  they  be  if  we  utilized  the 
systems  approach?  "Which  of  the  goals  or  priorities  has 
political  appeal  or  support,  and  how  will  that  affect  decision?" 

Upon  looking  at  the  history  of  the  various  programs  and  the 
institutions,  it  seems  that  each  area  will  have  to  accept  the 
established  priorities  of  each  and  add  new  ones  depending  on 
the  new  conceptualized  needs  of  the  areas  as  well  as  the  goals 
developed  by  the  Department  of  Mental  Health.  These  new 
priorities  will  be  different  for  some  areas  with  the  final  goal 
being  the  same  for  all. 

Summary 


We  have  reviewed  how  priorities  have  been  set  up  in  the 
basic  four  subsystems  that  we  are  now  putting  together  into 
an  area  operational  system.  The  fact  that  a  priority  is  an  aspect 
or  short-range  goal  of  a  broader  or  final  goal  is  noted.  Advan- 
tages and  problems  of  bringing  together  the  present  systems 
with  their  individual  priorities  has  been  reviewed.  We  have 
looked  at  the  concept  of  a  "a  closed  system"  and  "systems 
analysis"  as  they  might  relate  to  mental  health.  In  closing,  we 
suggest  that  setting  priorities  will  continue  to  remain  a  difficult 
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task.  However,  a  constant  review  of  the  goals  for  mental  health 
should  offer  some  assistance  and  comfort  in  making  the 
choices. 
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EDITORIAL 


On  June  9,  1971,  the  editors  of  the  North  Carolina  Journal  of 
Mental  Health  sent  out  1,300  questionnaires  to  all  persons  on  the 
Journal's  mailing  list.  There  was  an  immediate  and  almost 
unbelievable  response.  Approximately  175  questionnaires  were 
returned  within  three  or  four  days.  The  bulk  of  the  replies  came  in 
during  the  first  two  weeks  and  now,  several  months  later,  they  are 
still  coming  in  at  the  rate  of  two  or  three  per  week.  In  all,  some  500 
questionnaires  were  returned. 

The  purpose  of  the  questionnaires  which  were  mailed  to  the 
Journal's  readers  was  threefold: 

1.  To  update  our  existing  mailing  list 

2.  To  find  out  if  those  persons  on  the  mailing  list  are  still 
interested  in  receiving  the  Journal  and 

3.  To  find  out  from  our  readers  if  we  are  carrying  the  types  of 
articles  they  are  interested  in,  and  to  glean  suggestions 
from  them  as  to  what  they  would  like  to  read  about  in 
future  issues  of  the  Journal. 

The  results  of  the  questionnaires  were  most  gratifying.  The 
survey  revealed  that  the  Journal  is  well  read  and  well  received. 
Many  read  it  from  cover  to  cover,  but  the  majority  reported  that 
they  read  those  articles  that  interest  them  most.  Approximately  half 
of  those  returning  questionnaires  said  that  they  are  satisfied  with 
the  types  of  articles  currently  being  published  in  the  Journal,  but 
many  expressed  the  desire  to  read  more  about  community  mental 
health  programs  and  community  development.  A  large  number  of 
readers  indicated  a  keen  interest  in  having  more  articles  dealing 
with  research  published  in  the  Journal. 
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Some  95  persons  answered  "yes"  to  the  question,  "Are  you 
interested  in  contributing  articles  to  the  Journal?"  An  additional 
50  persons  indicated  that  they  may  be  willing  to  contribute  articles 
at  some  future  time. 

Many  readers  noted  they  were  receiving  the  Journal  as  a  per- 
sonal copy  but  most  of  these  are  program  directors  or  those 
involved  in  mental  health  programs.  There  were  a  fair  number  who 
indicated  that  they  share  the  Journal  with  other  members  of  their 
staff. 

The  editors  of  the  Journal  feel  that  the  readership  survey  was 
helpful  in  updating  the  mailing  list  and  in  obtaining  a  number  of 
beneficial  suggestions  as  to  what  type  of  subject  matter  to  include. 
The  editors  wish  to  take  this  opportunity  to  thank  all  of  the 
Journal's  readers  who  took  the  time  to  fill  out  and  return  the 
questionnaires.  And  to  those  readers  who  have  yet  to  return  theirs, 
please  do  so  right  away. 


PROBLEMATIC  YOUTHFUL  OFFENDERS 

A  Review  of  Court  Referrals  of  Minors  for 
Presentence  Diagnostic  Evaluations  in  North  Carolina 


Johnnie  L.  Gallemore,  Jr.,  M.D.* 

Department  of  Psychiatry 
Duke  University  Medical  Center 

and 
N.  C.  Department  of  Correction 


In  the  1967  biennial  meeting,  the  General  Assembly  of  North 
Carolina  was  presented  with  a  number  of  proposals  dealing  with 
major  judicial  and  correctional  reforms.  Although  several  of  these 
proposals  were  set  aside  for  further  study,  one  major  piece  of 
legislation  which  was  enacted  provided  that  "the  Department  of 
Correction  shall,  as  soon  as  practicable,  establish  diagnostic  cen- 
ters to  make  social,  medical,  and  psychological  studies  of  persons 
committed  to  the  Department."'  It  further  stipulated  that  "within 
the  limits  of  its  capacity,  and  in  accordance  with  standards  estab- 
lished by  the  Department,  a  diagnostic  center  may,  at  the  request 
of  any  sentencing  court,  make  a  presentence  diagnostic  study  of 
any  person  who  has  been  convicted,  is  before  the  court  for  sen- 
tence, and  is  subject  to  commitment  to  the  Department."  The  act 
specified  that  the  total  time  spent  in  such  a  center  should  not 
exceed  90  days  and  that  credit  for  this  time  should  be  given  on 
any  sentence  subsequently  imposed.  Also,  a  copy  of  the  diagnostic 
study  report  was  to  be  made  available  to  defense  counsel  before 
sentence  was  pronounced,  and  the  defendant  was  to  be  given  fair 
opportunity  to  controvert  the  contents  of  the  report,  if  he  requested. 

In  the  enactment  of  this  legislation.  North  Carolina  joined 
several  other  states  and  the  federal  government  in  setting  up 
statutory  provisions  for  presentence  diagnostic  evaluations,  which 
were  designed  to  be  of  assistance  to  the  court  in  its  arriving  at  the 
most  appropriate  dispositions  in  problematic  cases.-  Prior  to  this 
authorization,  North  Carolina  courts  had  available,  in  most  cases, 
only  the  very  limited  and  almost  entirely  non-clinical  reports  which 
probation  officers  were  able  to  provide  the  courts  upon  request. 
These  reports  reflected  whatever  local  resources  might  be  acces- 
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ment of  Correction,  and  his  staff  in  the  preparation  of  this  paper. 
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sible  to  the  courts'  probation  officials  and  whatever  time  the  latter 
might  find  to  devote  to  such  an  assignment.  Recognition  of  this 
inadequacy  provided  inspiration  for  the  principal  author  of  the 
new  legislation  who  himself  has  been  instrumental  in  the  training 
of  probation  officers  for  several  years. 

Since  the  North  Carolina  Department  of  Correction  has  a  cen- 
tralized organization,  it  has  been  possible  for  all  offenders  com- 
mitted under  the  statute  for  presentence  diagnostic  evaluations  to 
be  referred  to  a  few  designated  units  within  a  small  mileage 
radius,  permitting  identification  of  certain  staff  members  with  the 
program  while  still  providing  separation  of  the  offenders  by  sex, 
age,  and  degree  of  crime.  Although  it  was  anticipated  that  psychi- 
atric examinations  would  be  a  major  focus  of  the  evaluation, 
thorough  physical  examinations,  social  histories,  psychological 
examination  (including  tests  for  intelligence,  organic  brain  func- 
tion, and  personality  traits),  vocational  and  educational  assess- 
ments, chaplain  interviews,  and  criminalyses  were  also  to  be 
obtained  and  included  in  a  composite  report  to  the  referring  court/^ 

The  presentence  diagnostic  program  was  authorized  to  become 
operational  on  August  1,  1967.  From  its  inception  on  that  date,  a 
steady  increase  in  the  rate  of  referrals  occurred  (Graph  I).  During 

GRAPH  I 

Rate  of  Admissions  for  Presentence  Diagnostic 
YOUTHFUL  MALES         Evaluatioos  Dufing  First  Three  Years 
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the  first  four-month  period,  from  August  1  through  November  30, 
1967,  a  total  of  eight  offenders  were  referred.  These  included  six 
adult  males,  one  male  below  the  age  of  21,  and  one  female.  By 
comparison,  during  the  final  four-month  period  of  the  first  three 
years  of  operation  ending  July  31,  1970,  34  adult  males,  33  youthful 
males,  and  nine  females  were  referred.  Over  the  first  three  years 
diagnostic  evaluations  were  completed  on  a  total  of  441  offenders 
(Table  I).  In  contrast  to  the  percentages  of  all  females  and  youthful 

TABLE  I 

Admissions  for  Presentence  Diagnostic  Evaluations 
During  First  Three  Years  of  Program 

Number  Percent 

Youthful   Males  183  41 

Adult  Males  215  49 

All  Females  43  10 


Total  441  100 

males  referred  for  evaluations  in  the  base  population  of  10,000 
inmates  in  North  Carolina  prisons,  all  females  comprise  less  than 
5%  of  the  total  and  youthful  males  constitute  only  20%. 

When  only  the  youthful  males  are  considered,  34  referrals  for 
presentence  evaluations  were  made  during  the  initial  sixteen 
months  of  the  new  program,  August  1,  1967  through  November  30, 
1958.  In  the  second  sixteen  months,  December  1,  1968  through 
March  31,  1970,  116  youthful  males  were  referred  by  the  various 
district  and  superior  courts  throughout  the  state  of  North  Carolina 
(Table  II).  All  but  the  first  one  of  this  second  group,  accounting  for 

TABLE  II 

Youthful  Males  Admitted  for  Presentence  Diagnostic  Evaluations 
During  First  Three  Years 

August  1,  1967-November  30,  1968 

(First  16  months)  34 

December  1,  1968-March  31,  1970 

(Second  16  months)  116 

April  1,  1970-July  31,  1970 

(Next  4  months)  -  33 


Total  183 

115  consecutive  admissions,  received  psychiatric  examinations  by 
the  author  in  his  part-time  capacity  as  psychiatric  consultant  to 
the  Department  of  Correction.  It  was  felt  that  construction  of  cer- 
tain profiles  of  this  group  might  be  useful  in  identifying  the  nature 
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and  extent  of  certain  problems  which  surround  current  juvenile 
offenders,  and  in  indicating  the  types  of  dilemmas  for  which  the 
courts  are  presently  seeking  mental  health  consultation.  Accord- 
ingly, prior  to  April  1,  1970,  a  compilation  and  review  of  the  exten- 
sive data  obtained  from  115  consecutive  referrals  of  youthful  males 
for  presentence  diagnostic  evaluations  was  undertaken  and  the 
results  are  summarized  in  this  report. 

Method 

For  purposes  of  the  present  study,  descriptive  and  historical 
data  on  each  subject  were  itemized  under  several  categories.  These 
included  age  at  time  of  admission,  race,  marital  status,  family  of 
origin,  past  criminal  activity,  details  of  the  criminal  offense  leading 
to  referral,  as  well  as  educational,  occupational,  and  medical  his- 
tories. Other  headings  included  known  drug  and  alcohol  use, 
previous  military  record,  charges  still  pending,  and  any  history  of 
prior  psychiatric  contact.  Standard  diagnostic  categories  for  psy- 
chiatric disorders  were  utilized.'  In  each  case  all  clinical  material, 
not  merely  "dynamics"  of  the  offenses,  was  considered  for  purposes 
of  diagnosis.  Finally,  the  recommendations  of  the  examining  psychi- 
atrist and  of  the  Presentence  Diagnostic  Committee  regarding  dis- 
position of  the  offender,  the  action  subsequently  taken  by  the  court, 
and  any  stated  and  apparent  reasons  for  the  court's  referral  were 
tabulated. 

Results 

The  ages  of  the  subjects  ranged  from  14  to  22  years  at  the 
time  they  entered  the  diagnostic  center  from  court.  Just  over  half 
were  under  age  18,  and  the  average  age  was  17V2.  The  actual  age 
of  the  lone  subject  over  20  years  of  age,  a  moderately  severely 
mentally  deficient  black  male  with  a  chaotic  family  background, 
was  discovered  only  in  the  process  of  the  evaluation.  The  indi- 
vidual and  the  court  had  been  unaware  of  his  age  at  the  time  of 
conviction.  Seventy  percent  of  the  subjects  were  white  and  the 
remainder  were  black  in  contrast  with  the  more  nearly  equal  racial 
ratio  of  youth  actually  sentenced  to  prison  in  North  Carolina.  Ninety- 
two  percent  of  the  subjects  had  never  been  married,  but  a  number 
of  these  admitted  fathering  offspring  out  of  wedlock.  Five  subjects 
were  married  when  referred,  and  four  were  separated  from  spouses. 
Subjects  represented  communities  across  the  state  and  somewhat 
unexpectedly  a  similar  percentage  of  referrals  came  from  the 
different  population  densities.  Over  three-fourths  of  the  subjects 
were  found  to  have  committed  their  offenses  within  five  miles  of 
the  home. 

Marital  discord  was  extremely  common  among  the  parents  of 
the  subjects.  Several  sets  of  parents  were  never  married,  and  40% 
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of  the  marriages  ended  in  separation  or  divorce  prior  to  the  sub- 
ject's referral.  In  over  two-thirds  of  these,  the  marriage  ended 
before  the  subject  was  twelve  years  of  age.  Nearly  half  of  all  sub- 
jects had  more  than  three  siblings,  and  interestingly,  nearly  half 
were  in  the  first  or  second  order  of  birth  in  their  sibship.  Only  ten 
subjects  had  no  siblings. 

When  prior  criminal  activity  was  examined,  it  was  found  that 
only  22%  were  in  conflict  with  the  law  for  the  first  time.  The  other 
78%,  or  89  subjects,  had  previously  been  convicted  of  a  total  of  27 
felonies  and  170  misdemeanors.  Fifty-five  percent  of  these  were 
property  crimes.  Conduct  offenses  accounted  for  another  large 
percentage.  Just  over  half  of  all  subjects  had  never  served  an 
active  sentence  in  jail,  prison  or  training  school,  but  the  remainder 
had  amassed  a  total  of  86  sentences.  The  majority  of  this  latter 
group  had  first  been  incarcerated  before  the  age  of  15  years, 
including  one  youth  at  age  9  and  three  at  age  10. 

Forty-four  (39%)  of  the  criminal  offenses  leading  to  presentence 
diagnostic  referrals  were  found  to  be  felonies.  Interestingly,  the 
heavy  majority  of  early  referrals  to  the  program  were  felons 
although  near  the  end  of  the  first  three  years  misdemeanants  were 
referred  at  the  rate  of  2  to  1.  Twenty-seven  percent  of  the  subjects 
were  on  probation  at  the  time  of  the  present  offense  and  12%  had 
other  charges  pending.  Convictions  which  precipitated  the  115 
admissions  involved  205  offenses,  with  33  subjects  accounting  for 
123  of  these.  Four  individuals  had  committed  no  new  crime  at  the 
time  they  were  sent  for  evaluation,  but  they  had  violated  some 
conditions  of  parole.  Nearly  two-thirds  of  the  offenses  were  prop- 
erty crimes,  primarily  breaking  and  entering  and  auto  larceny. 
About  one-fifth  involved  crimes  of  violence  against  the  person, 
although  only  two  homicides,  both  manslaughter,  resulted.  Eight 
subjects  had  committed  drug  offenses,  primarily  possession  and 
sale  of  marijuana.  As  one  would  anticipate,  this  percentage  was 
rising  near  the  end  of  the  three-year  period.  Other  offenses  repre- 
sented in  presentence  referrals  included  improper  use  of  vehicles, 
various  indecencies  and  obscenities,  and  alcohol  abuse. 

Eighty  percent  of  the  subjects  pleaded  guilty  in  court.  Nearly 
30%  had  no  attorney,  a  somewhat  surprising  finding  since  many 
with  attorneys  felt  the  latter  were  primarily  responsible  for  the 
presentence  referral.  Seventy  percent  of  all  attorneys  were  court 
appointed.  Nearly  half  of  the  subjects  had  one  or  more  co- 
defendants,  and  in  several  cases  co-defendants  were  also  referred 
for  evaluations.  Only  a  third  of  the  subjects  were  employed  full- 
time  when  the  crime  was  committed.  Eight  were  working  part-time 
and  fourteen  were  full-time  students.  Five  subjects  were  on  active 
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duty  in  the  Armed  Forces  at  the  time  of  their  offenses,  two  of 
which  had  seen  action  in  Viet  Nam.  All  had  one  or  more  charges 
of  absence  without  leave. 

Alcohol  and  Drug  Use 

Just  over  a  fourth  of  the  subjects  admitted  being  under  the 
influence  of  alcohol  at  the  time  of  their  offenses,  and  several  others 
admitted  being  under  the  influence  of  drugs.  Eighty-three  percent 
of  all  subjects  reported  consumption  of  alcohol  on  numerous 
occasions  in  the  past.  Approximately  a  fifth  of  these  began  drinking 
regularly  before  the  age  of  15.  Thirty  subjects  gave  a  history  of 
drug  use,  and  a  third  of  this  group  admitted  to  heavy  drug  use  on 
a  regular  basis.  By  far  the  principal  drug  use  involved  marijuana, 
but  the  use  of  LSD,  heroin,  various  stimulants,  glue  sniffing  and 
even  Darvon  was  reported.  Only  a  small  number  of  individuals 
admitted  sale  of  drugs,  but  this  history  may  be  unreliable  in  view 
of  heavy  penalties  attending  this  offense.  Most  of  the  drug  users 
had  not  received  convictions  for  their  drug  use,  but  crimes  such  as  ! 
breaking  and  entering  were  frequently  related  to  the  drug  habits.  | 
Interestingly,  nearly  all  drug  users  spoke  freely  about  their  per- 
sonal drug  use,  feeling  that  it  was  justified  and  should  not  be 
illegal,  but  most  condemned  sale  of  drugs  to  others  as  a  profit- 
making  scheme.  Several  convicted  of  the  sale  of  drugs  related  that 
they  had  done  so  only  to  support  their  own  habit. 

Intelligence  was  measured  by  the  Beta  test  which  gives  greater 
weight  to  performance  skills  in  contrast  to  verbal  ability.  Eight 
percent  scored  less  than  70  and  a  total  of  nearly  43%  scored  below 
the  average  range  of  intelligence.  On  the  other  hand,  12%  were 
well  above  average.  Grade  achievement  levels  were  spread  over  a 
wide  range  from  second  grade  through  high  school,  but  almost 
three-fourths  of  the  subjects  had  performances  on  achievement 
tests  which  were  lower  than  would  be  expected  from  the  last  grade 
reportedly  passed.  Two-thirds  of  the  subjects  had  failed  one  or 
more  grades. 

None  of  the  115  subjects  were  found  to  be  in  poor  physical 
health.  Only  16  had  current  medical  problems  of  significance,  and 
these  included  two  with  seizure  disorders,  two  with  asthma,  and 
several  with  residua  from  accidents.  Past  medical  history  revealed 
that  16  individuals  had  serious  accidents  requiring  substantial 
medical  treatment.  Venereal  diseases  and  respiratory  diseases 
were  also  common  in  the  past  histories.  As  might  be  expected, 
histories  of  previous  sexual  activity  showed  much  variation.  How- 
ever, only  two  individuals  admitted  to  any  past  homosexual  rela- 
tionships, and  sixteen  of  the  115  denied  any  past  homosexual  or 
heterosexual  relationships. 
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During  the  course  of  the  presentence  diagnostic  evaluations, 
all  subjects  were  evaluated  for  presence  of  psychiatric  disorders. 
Diagnoses  were  made  in  97,  or  84%  of  the  115,  while  eighteen 
individuals  were  without  evidence  of  mental  or  emotional  disturb- 
ance. Multiple  diagnoses  were  made  in  over  half  of  the  subjects. 
When  only  the  primary  diagnosis  was  considered,  the  largest  single 
category  was  that  of  personality  disorders — 45%  of  those  diagnosed 
(Table   III).  Antisocial   type  comprised   nearly  half  of  this  group. 

TABLE  III 

Primary  Psychiatric  Diagnoses  in  Youthful  Offender  Group 


Total 

Percentage 

Number 

of  Subjects 

Personality  Disorder 

44 

38 

Antisocial  Type 

21 

Passive-Aggressive  Type 

7 

Inadequate  Type 

7 

Schizoid  Type 

2 

Other  Personality  Type 

7 

Mental  Retardation 

22 

19 

Mild 

18 

Severe 

4 

Adjustment  Reaction  of  Mol 

escence 

18 

16 

Episodic  Excessive  Drinking 

4 

3.5 

Schizophrenia,  latent  type 

3 

2.5 

Anxiety  Neurosis 

2 

1.7 

Drug  Dependence,  multiple 

2 

1.7 

Sexual  Deviation,  homosexua 

lity 

1 

.8 

Non-psychotic  Organic  Brain 

Syndrome 

1 

.8 

No  Psychiatric  Disorder 

18 

16 

115 


100% 


Other  large  categories  included  Adjustment  Reaction  of  Adoles- 
cence and  Mental  Retardation.  When  mental  disorders  were  tabu- 
lated without  regard  for  primary  or  secondary  diagnoses,  51  sub- 
jects had  personality  disorders  including  23  with  antisocial  type, 
29  had  mental  retardation  of  varying  severity,  28  subjects  were 
found  to  have  adjustment  reactions  of  adolescence,  14  had  alcohol- 
ism, 7  had  drug  dependence  and  8  had  neuroses.  Group  delinquent 
reactions  were  diagnosed  in  15  cases. 

Forty  percent  of  all  referrals  had  a  history  of  some  psychiatric 
contact.  Over  a  third  of  these  had  only  a  pretrial  observation  at  a 
state  hospital  or  outpatient  evaluation  without  treatment.  Slightly 
less  than   a  third   had   been    institutionalized   at   some   point  for 
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treatment  not  directly  connected  with  legal  procedures  for  crimi- 
nality. Only  15  of  the  115  subjects  had  outpatient  psychiatric  treat- 
ment of  any  sort,  despite  the  very  high  incidence  of  mental  dis- 
orders noted  above.  The  limited  treatment  and  evaluations  reported 
did  utilize  community  mental  health  clinics  in  a  number  of  cases, 
however. 

The  examining  psychiatrist  recommended  probation  for  50  of 
the  subjects,  active  sentences  for  58,  and  other  dispositions  for 
seven.  In  70%  of  the  cases,  these  recommendations  were  consistent 
with  the  recommendations  of  the  entire  presentence  committee 
which  returned  a  composite  report  to  the  court.  All  recommen- 
dations took  into  account  circumstances  which  would  most  likely 
serve  the  particular  needs  of  each  individual,  such  as  structure, 
remedial  schooling,  job  training,  etc.  The  committee  recommended 
probation  in  47  cases,  active  sentences  in  53,  and  other  dispositions 
in  15.  A  follow-up  check  of  final  disposition  upon  the  subject's 
return  to  court  indicates  that  the  court  rendered  its  decision  in 
accord  with  the  majority  recommendation  of  the  presentence  com- 
mittee in  69%  of  the  cases.  In  some  other  cases  it  was  apparent 
that  the  court,  in  part,  based  its  action  on  the  presentence  report 
and,  additionally,  considered  certain  other  factors  not  known  to 
or  emphasized  by  the  committee.  In  a  few  decisions,  it  was  not 
clear  that  the  committee  report  was  weighed  significantly  in  the 
court's  ultimate  disposition. 

In  an  effort  to  assess  why  certain  cases  were  referred  by  the 
court  for  presentence  evaluation,  a  stated  reason  and  an  apparent 
reason  in  each  case  were  sought.  The  stated  reasons  came  from 
several  sources,  including  the  subjects,  their  attorneys,  and  rarely 
the  court.  In  14  cases  no  statement  could  be  obtained.  In  37%  of 
the  cases  the  avowed  reason  was  for  a  determination  of  the  sub- 
ject's state  of  mental  health.  Assisting  the  court  in  making  the 
proper  decision  accounted  for  30%,  observation  of  behavior  for 
11%,  determination  of  a  reason  for  the  crime  for  5%,  and  in  the 
remaining  few  cases,  providing  a  sample  taste  of  prison.  When  the 
apparent  principal  reasons  were  assessed,  in  54%  of  the  cases  it 
appeared  the  court  was  seeking  more  general  and  personal  data 
about  the  offender  and  his  criminal  behavior;  in  another  12%  each 
the  court  seemed  to  be  responding  to  the  question  of  danger  repre- 
sented, to  pressure  from  family  or  attorney,  and  to  advisability  of 
continuing  probation.  Two  cases  appeared  to  be  incidental  to 
delays  in  the  judicial  process,  and  in  four  cases  no  reason  for  the 
referral  was  apparent  whatsoever.  Five  cases  seemed  to  reflect 
genuine  uncertainty  or  disagreement  in  the  community  about  the 
handling  of  the  offender.  It  appeared  that  the  courts  might  be 
looking  to  mental  health  personnel  for  guidance  where  community 
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thinking  is  in  flux;  for  instance,  in  the  cases  of  drug  dependence 
where  issues  of  illness  and  criminality  arise. 

Discussion  and  Summary 

Unfortunately,  limitations  of  space  prevent  inclusion  of  con- 
siderable anecdotal  material  which  also  characterizes  features  of 
the  presentence  diagnostic  evaluation  program.  However,  partici- 
pation in  the  program  permits  many  observations  and  conclusions 
relevant  to  the  operation  of  the  judicial  process,  the  interaction  of 
various  agencies,  and  the  expectations  of  the  public,  the  courts, 
the  offenders,  and  the  psychiatrist.  Some  of  these  can  be  sum- 
marized first  in  regard  to  the  presentence  evaluation  generally, 
and  second,  from  the  standpoint  of  the  psychiatrist. 

It  is  clear  that  such  a  program  has  been  useful  in  North 
Carolina  and  elsewhere.  Its  popularity  is  evident  from  data  pre- 
sented at  the  outset  of  this  report.  Recently,  the  demands  on 
housing  space  and  personnel  have  outstripped  the  supply,  leading 
to  some  restrictions  and  delays  on  referrals. 

Apparently,  a  variety  of  factors  determine  the  cases  selected 
for  referral.  The  less  serious  crimes  seem  to  pose  greater  sen- 
tencing dilemmas  for  the  courts,  as  do  recidivist  offenders  in  the 
juvenile  population.  The  high  percentage  of  subjects  with  primary 
psychiatric  diagnoses  suggests  some  sensitivity  on  the  part  of  the 
courts  to  emotional  disturbances  encountered.  The  large  number 
of  cases  with  some  prior  psychiatric  contact  may  have  served  an 
alerting  function,  however.  On  the  other  hand,  the  relative  paucity 
of  such  severe  illness  as  the  psychotic  syndromes,  not  uncommon 
in  the  prison  population,  may  indicate  either  a  lack  of  recognition 
in  court  or  dispositions  there  to  other  than  correctional  institutions. 

An  increase  in  referrals  in  certain  problem  areas,  such  as  drug 
offenses,  will  likely  alter  significantly  the  characteristics  of  the 
presentence  diagnostic  population.  These  offenders,  for  instance, 
ifrequently  have  no  prior  criminal  records,  and  are  intelligent  and 
are  relatively  well-educated. 

A  past  failure  of  the  court  to  communicate  just  what  questions 
the  evaluation  should  assess  may  be  offset  to  some  extent  by  a 
thorough  examination  which  yields  a  variety  of  alternatives  and 
formulations.  It  is  possible  that  the  presentence  committee  should 
refrain  altogether,  though,  from  specific  recommendations  regard- 
ing such  matters  as  probation  or  active  sentence.  Undue  recog- 
nition of  the  evaluation  team  as  "bad  guy"  in  some  cases  might 
thereby  be  avoided,  all  the  more  an  important  consideration  where 
the  same  individuals  assume  responsibility  later  for  treatment  of 
the  incarcerated  offender.  The  federal  system  has  dealt  with  this 
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problem  by  instituting  the  maximum  sentence  at  time  of  referral, 
then  subjecting  it  to  downward  revision  when  the  presentence 
report  becomes  available.  It  is  clear  that  the  presentence  evaluation 
has  been  especially  popular  for  cases  which  would  be  widely 
regarded  as  having  rehabilitative  or  correctional  potential,  thus 
giving  support  to  the  judge  who  wants  to  give  the  offender  "a 
break."  At  least  one  federal  judge  has  stated,  however,  that  a  pre- 
sentence referral  "is  not  giving  up  sentencing  powers  to  another 
branch  of  government.  It  is  imposing  upon  another  branch  of  gov- 
ernment the  responsibility  to  follow  through  and  study  that  indi- 
vidual and  start  him  on  a  plan  of  rehabilitation."'' 

Criticism  of  Program 

At  a  workshop  on  the  presentence  diagnostic  program,'-  some 
negative  criticism  of  the  program,  not  fully  expected,  was  voiced 
by  a  state  probation  officer  who  was  very  familiar  with  it.  Appar- 
ently a  number  of  offenders  did  not  view  the  referral  as  anything 
other  than  a  short  prison  sentence  and  expressed  considerable 
resentment  of  it  following  a  return  to  the  community.  In  particular, 
the  lack  of  a  treatment  orientation  was  cited.  Probation  officers, 
in  turn,  reportedly  felt  burdened  by  additional  responsibility  which 
a  "special  case"  seemed  to  thrust  upon  them.  It  is  evident  also 
that  many  evaluations  were  completed  amidst  much  uncertainty 
regarding  the  reason  for  referral,  and  that  material  not  available 
to  the  evaluation  team,  such  as  additional  offenses,  apparently  did 
affect  the  ultimate  disposition  significantly.  It  is  possible  that 
expansion  of  the  program,  with  greater  efficiency  and  improved 
communication,  in  time  will  respond  to  the  various  deficiencies 
perceived. 

Finally,  in  considering  the  role  of  psychiatrists  in  this  area,  it 
is  well  to  reflect  upon  the  "sphere  of  competence"  involved.' 
Great  expectations  have  been  visited  upon  psychiatrists  in  cor- 
rectional and  forensic  work,  and  psychiatrists  have  differed  greatly 
in  regard  to  proper  roles.  The  presentence  program,  however,  has 
been  more  consistent  with  traditional  roles  of  diagnosis  and  treat- 
ment of  mental  and  physical  ills  than  some  other  activities.  It 
would  appear  to  be  important  to  distinguish  between  medical 
diagnoses  and  social  diagnoses  in  this  regard,  however,  and  to 
emphasize  a  team  approach,  providing  for  a  contribution  without 
takeover.  The  psychiatrist  would  appear  to  have  a  unique  role  in 
the  presentence  evaluation,  with  other  evaluations  sharpening  the 
focus  of  his  special  contribution. 

For  the  psychiatrist  working  in  corrections,  the  presentence 
evaluation  does  permit  setting  up  a  treatment  program,  where  indi- 
cated,  in  advance  of  an  active  sentence  and   in  anticipation   of 
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certain  needs.  It  would  appear  wise  for  members  of  the  presentence 
team  to  be  closely  affiliated  with  correctional  resources  and  those 
of  probations,  if,  in  fact,  they  are  not  a  part  of  it.  Certainly  com- 
munity liaison  is  important. 

Lastly,  the  presentence  program  should  afford  excellent  oppor- 
tunities for  training  and  research.  Thorough  consideration  of 
examining  techniques,  reassessment  of  current  diagnostic  cate- 
gories, and  follow-up  studies  would  appear  to  be  only  a  few  of  the 
possibilities.  The  willingness  of  psychiatrists  to  participate  in  such 
programs  will  obviously  bear  significantly  on  the  future  lines  of 
development  of  the  presentence  evaluation. 
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The  student  sat  with  his  head  in  his  hands  and  cried  softly. 
The  counselor  sat  quietly  at  his  desk  waiting  for  the  student  to 
compose  himself  and  begin  to  talk.  This  kind  of  scene  occurs  often 
in  the  offices  of  the  counselors  in  the  Counseling  Center  at  North 
Carolina  State  University.  Such  a  student  may  have  attempted 
suicide,  have  had  a  bad  "trip,"  or  have  flunked  out  of  school.  What- 
ever the  problem  or  however  serious,  the  student  will  receive  the 
help  needed  under  the  comprehensive  mental  health  program 
provided  at  N.  C.  State. 

The  program  provides  services  for  a  full  range  of  student 
needs  from  homesickness  to  referral  for  hospitalization.  The  staff 
includes  six  full-time  counselors  who  have  all  participated  in  an 
in-service  training  program,  a  half-time  psychiatrist,  and  a  half- 
time  marriage  counselor.  A  foreign  student  adviser  handles  the 
general  counseling  and  administrative  matters  for  foreign  students 
on  the  campus.  Many  of  the  services  offered  are  preventive  in 
nature  and  include  vocational  and  educational  counseling,  per- 
sonal adjustment  counseling  (including  diagnosis  and  recommen- 
dation by  the  psychiatric  consultant),  group  counseling,  experi- 
ential learning  groups,  married  couples  groups,  and  premarital 
groups. 

Future  plans  call  for  expanding  the  preventive  portion  of  the 
program  in  an  outreach  effort  principally  through  development  and 
use  of  primary,  associational  and  institutional  groups  (as  defined 
by  Morrill,  Getting,  and  Hurst,  1971)  as  well  as  individual  counselor 
contacts  with  students  in  such  areas  as  the  residence  halls  and 
the  student  union. 

The  mental  health  program  at  N.  C.  State  is  a  great  deal  differ- 
ent today  than  when  it  was  initiated  in  1956.  At  that  time,  there 


*Special  credit  should  be  given  to  Dr.  Fred  Thompson  for  his  contributions  to 
the  mental  health  program  on  the  North  Carolina  State  University  campus.  He 
has  given  unselfishly  of  his  time,  skill,  and  cooperation  to  make  the  program 
an  effective  one. 
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was  only  one  full-time  and  one  part-time  counselor,  and  the  only 
sources  for  psychiatric  referral  were  private  practitioners  or  the 
county  mental  health  clinic.  In  the  early  1960's,  an  agreement  was 
developed  with  local  psychiatrists  to  handle  emergency  referrals 
on  a  diagnostic  and  recommendation  basis.  The  university  paid 
for  the  psychiatric  diagnostic  interview  but  the  student  remained 
responsible  for  arranging  and  paying  for  any  continued  therapy. 
Generally  speaking,  this  last  principle  of  student  financial  respon- 
sibility for  continued  therapy  has  been  retained.  This  agreement 
with  local  physicians  remained  the  principal  psychiatric  supple- 
ment to  the  educational,  vocational,  and  personal  counseling 
offered  by  the  Counseling  Center  until  1965-1966. 

The  Director  of  Counseling  and  the  Dean  of  Student  Affairs 
had,  for  some  time,  been  seeking  to  increase  psychiatric  consul- 
tation service  as  the  need  for  it  became  more  evident.  As  a  result 
of  these  efforts  and  the  cooperation  of  local  psychiatrists,  an 
agreement  evolved  for  a  third  year  psychiatric  resident  from 
Dorothea  Dix  Hospital  to  be  available  for  consultation  on  the  N.  C. 
State  campus  for  two  hours  a  week.  The  resident  interviewed 
students  referred  by  counselors  during  the  first  hour,  and  during 
the  second  hour  took  part  in  a  case  conference  concerning  these 
students.  After  discussion  by  the  supervising  psychiatrist,  the 
psychiatric  resident  and  the  counseling  staff,  a  decision  was 
reached  concerning  the  students'  situations  and  a  recommendation 
was  worked  out  for  each  student  as  to  how  he  could  best  be  helped 
within  the  means  available  from  the  university  or  within  his  own 
resources.  This  case  conference  not  only  met  the  need  of  helping 
students  but  was  also  a  useful  in-service  training  vehicle  for  coun- 
selors. 

In  the  fall  of  the  following  year,  the  supervising  psychiatrist 
rotated  from  the  third  year  service  at  Dorothea  Dix  Hospital  and 
was  retained  by  the  university  an  hour  per  week  in  order  to  super- 
vise a  new  resident,  thus  allowing  for  the  continuation  of  the  case 
conference. 

A  second  psychiatric  consultant  was  retained  for  three  hours 
per  week  in  the  fall  of  1968.  He  spent  half  of  his  time  with  indi- 
vidual students  and  conducted  a  therapy  group  during  the  re- 
mainder of  his  working  hours.  This  was  the  real  beginning  of  our 
group  program  on  a  continuing  basis.  Previously,  residents  had 
conducted  groups  for  short  periods  of  time  but  not  longer  than  an 
academic  year,  and  usually  groups  were  not  continued  in  sub- 
sequent years.  With  a  paid  consultant,  continuity  was  assured. 
In-service  training  was  also  assured  since  counselors  were  rotated 
as  recorders  through  the  psychiatrist's  group,  and  the  supervising 
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psychiatrist's  time  was  increased  by  an  hour  to  allow  for  super- 
vision of  group  leaders.  After  a  semester  as  recorder,  a  counselor 
(if  the  need  existed  and  he  wished  to  do  so)  could  start  his  own 
group  and  continue  to  be  supervised  regularly  by  the  consulting 
psychiatrist.  This  in-service  training  has  been  effective  since  three 
of  the  six  counselors  have  conducted  groups  consistently,  and  two 
others  have  continued  training  through  the  recorder  role. 

The  most  recent  expansion  of  the  mental  health  program  has 
been  the  addition  of  on-call  summer  psychiatric  coverage,  experi- 
ential learning  groups,  and  a  half-time  marriage  counselor.  The  last 
service  was  obtained  by  contracting  for  a  social  worker  from  Family 
Service  (in  the  spring  of  1970)  rather  than  adding  someone  directly 
to  the  university  staff. 

The  experiential  groups  were  begun  on  a  small  scale  in  the 
fall  of  1970  by  one  of  the  staff  counselors.  The  counselor  then  held 
a  training  session  for  chaplains  and  residence  hall  staff  in  the 
summer  of  1971  in  preparation  for  a  planned  expansion  of  the  pre- 
ventive mental  health  program  in  the  fall  of  1971.  Developmental 
groups,  social  functioning  groups,  individual  contacts  by  a  coun- 
selor in  the  residence  halls,  and  the  availability  on  demand  of 
counselors  and  psychiatrists  to  talk  or  lead  discussions  related  to 
students'  problems,  are  the  major  aspects  of  the  program  for  the 
coming  year. 

In  summary,  it  may  be  helpful  to  more  clearly  indicate  the 
stages  in  the  development  of  the  mental  health  program  at  N.  C. 
State   University. 

Stage  1 — Beginning  in  1956  and  continuing  through  1959-60. 
Establishment  of  the  Counseling  Center  and  building 
of  the  staff.  No  formal  mental  health  program  except 
personal  counseling  by  counselors,  referral  to  the 
county  mental  health  clinic,  or  private  practitioners. 

Stage  2 — 1960  to  1964-65.  Emergency  arrangement  with  local 
psychiatrists  to  render  a  diagnostic  and  recommen- 
dation service.  University  paid  for  diagnostic  inter- 
view but  treatment  was  at  expense  of  patient. 

Stage  3— During  1965  small  amount  of  free  consultation  pro- 
vided occasionally.  Allowed  contact  with  psychiatrists 
and  demonstration  of  students'  needs. 

Stage  4—1965-66.  A  confirmed  consulting  and  supervised  resi- 
dent service  with  graduate  students  attending  some 
case  conferences  (no  charge  to  university). 
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Stage  5 — 1966-68.  Supervising  psychiatrists  one  hour  per  week 
on   fee   basis.   Supervised    psychiatric   resident   con- 
.  tinued. 

Stage  6—1968-70.  Supervising  psychiatrist's  time  expanded  to 
include  supervising  counselors  who  conducted  group 
experience.  Second  psychiatric  consultant  retained 
for  three  hours  per  week  for  group  work  and  indi- 
vidual contact. 

Stage  7 — Spring,  1970.  Twenty  hours  of  marriage  counseling 
time. 

Stage  8 — Fall,  1970.  Twenty  hours  of  psychiatric  consultation 
time.  Beginning  of  developmental  groups  on  a  small 
scale. 

As  indicated,  the  mental  health  program  has  grown  rapidly, 
especially  in  the  last  five  years,  and  is  sensitive  to  the  needs  of 
students.  From  the  viewpoint  of  time  of  intervention  it  has  remedial, 
developmental,  and  preventive  aspects  which  makes  it  a  flexible 
program  that  is  better  able  to  meet  the  total  needs  of  students 
(Morrill,  Getting,  and  Hurst,  1971). 

There  has  been  effective  cooperation  between  the  medical 
staff  of  the  University  Infirmary  and  the  Counseling  Center  in  deal- 
ing with  the  psychiatric  problems  of  students.  Communication  has 
been  improved  by  the  interchange  of  information  on  a  standard 
report  form  so  that  the  college  physician  and  the  psychiatrist  deal- 
ing with  the  same  student  will  be  aware  of  any  medication  or  other 
medical  treatment  given  or  prescribed  by  either  of  them.  Referrals 
are  made  in  both  directions  and  a  healthy  working  relationship 
exists. 

The  development  of  the  mental  health  program  has  been 
marked  by  response  to  student  need,  frequent  evaluation  by  staff 
and  consultants,  and  flexibility  on  the  part  of  all  concerned — 
Counseling  Center  staff,  psychiatric  consultants,  and  college  physi- 
cians. This  program  is  not  offered  as  a  blueprint  for  the  develop- 
ment of  a  mental  health  program  on  a  college  or  university  campus 
but  as  a  description  of  how  one  institution  has  accomplished  it.  It 
may  be  useful  to  examine  how  it  has  progressed  and  how  the 
needs  were  met  by  a  response  from  key  people,  and  the  importance 
of  cooperation  and  flexibility. 

The  total  program  as  it  now  exists  might  seem  to  be  pro- 
hibitive in  cost,  and  the  number  and  training  of  personnel  involved 
when  viewed  by  another  institution.  But  it  must  be  remembered 
that  this  program  did  not  appear  full-blown   but  had  to  be  built 
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within  the  means  and  personnel  available.  A  college  or  university 
that  feels  a  need  for  such  a  program  should  begin  at  whatever 
level  it  can  and  devote  its  efforts  to  building  a  program  to  meet 
the  needs  on  its  own  campus. 

In  retrospect,  it  can  be  seen  that  the  majority  of  the  develop- 
ment of  the  mental  health  program  has  occurred  in  the  past  five 
or  six  years.  This  is  significant  because  it  was  at  that  point  that  a 
seemingly  small  step  was  taken  that  "broke  the  dike"  and  allowed 
a  much  more  rapid  expansion  of  the  program  which  had  been 
marked  by  years  of  frustration  engendered  by  lack  of  resources 
and  personnel.  It  should  be  pointed  out  that  a  good  program  can 
be  developed  in  spite  of  various  frustrations  if  every  opportunity 
is  maximized,  no  matter  how  small  it  may  seem  at  the  time.  At 
N.  C.  State  University  such  small  steps  led  to  the  establishment 
of  an  effective  mental  health  program  for  its  students. 

This  program  is  not  offered  as  a  blueprint  for  the  development 
of  a  mental  health  program  on  a  college  or  university  campus  but 
as  a  description  of  how  one  institution  has  accomplished  it.  It  may 
be  useful  to  examine  how  it  has  progressed  and  how  the  needs 
were  met  by  a  response  from  key  people,  and  the  importance  of 
cooperation  and   flexibility. 
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The  following  is  a  statistical  analysis  of  the  "drug  problem"  in 
the  junior  and  senior  high  schools  (city  and  county)  of  Wake 
County.  This  study  was  conducted  in  the  county  school  system  in 
November,  1970  and  in  the  city  schools  in  February,  1971  with  a 
total  of  2,000  students  surveyed.  The  project  was  financed  by  the 
Drug  Action  Committee,  Inc.  of  Raleigh,  North  Carolina  which  con- 
sists of  a  group  of  citizens  concerned  about  the  problems  of  drug 
abuse. 

Recent  arrests  and  hospitalizations  for  drug  abuse  seem  a 
sufficient  indication  to  the  Committee  that  Raleigh,  like  most 
southern  cities  of  its  size,  has  a  drug  problem.  However,  these 
assumptions  alone  were  felt  to  be  insufficient  and  did  not  reflect 
how  or  to  what  extent  the  Committee  should  become  involved  in 
attempts  to  alleviate  the  problem.  It  seemed  obvious  that  efforts 
should  be  made,  first,  to  determine  the  prevalence  or  extent  of 
drug  abuse;  and  second,  to  determine  how  knowledgeable  the  gen- 
eral population  was  about  drugs  and  their  attitudes  toward  them. 

The  definition  of  the  "drug  problem"  implied  to  members  of 
this  Committee  the  problems  generally  associated  with  the  non- 
medical use  of  various  drugs  by  our  contemporary  society.  Because 
of  limited  funds  and  the  fact  that  the  problem  is  no  longer  con- 
fined to  the  ghetto  but  seems  to  cut  across  all  social  strata,  priori- 
ties had  to  be  set  as  to  the  particular  group  on  which  we  should 
focus  our  efforts.  We  decided  to  limit  the  study  to  the  junior  and 
senior  high   schools  whose   population   seemed   especially  vulner- 
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able,  and  also  reflected  many  different  socio-economic  backgrounds 
and  racial  groups.  It  was  envisioned  that  a  random  sample  of  2,000 
would  be  taken  among  the  junior  and  senior  high  school  students 
in  order  to  identify  the  following: 

1)  The  level  of  awareness  about  drugs 

2)  The  extent  of  use 

3)  The  attitudes  about  the  problem 

4)  The  type  of  drugs  used 

5)  Attitudes  about  the  present  laws  governing  drug  abuse 

6)  How  laws  would  correct  the  drug  problem  (assuming  there 
was  one) 

7)  Finally,  the  level  of  emotional  distress  to  be  assessed  by  the 
use  of  the  Health  Opinion  Survey  (HOS).  The  HOS  will  be 
further  expounded  in  the  discussion  of  the  methods  used 
in  this  study. 

Suffice  it  to  say  that  drug  abuse  has  been  described  as  a 
reflection  of  emotional  trauma.  The  linkage  between  social  and 
psychological  disorders  and  drug  abuse  is  too  strong  to  deny.  In  a 
handbook  prepared  for  physicians'  the  following  statement  was 
made  by  a  group  of  workers:  "in  the  families  of  almost  all  out- 
patients, there  is  a  serious  discord."  Regardless  of  the  type  of  drug 
used,  it  is  felt  that  drug  dependence  has  a  basic  psychological 
condition  related  to  the  psychopharmacological  action  of  the 
chemical  substance.  This  condition  may  be  due  to  a  number  of 
factors  in  the  environment  as  well  as  to  the  personality  make-up 
of  the  individual  abuser.  Aside  from  the  truism  that  we  now  live 
in  a  drug-oriented  society,  drugs  are  felt  to  represent  either  an 
attempt  at  personal  adjustment  or  a  personal  reaction  to  mal- 
adjustment. For  the  middle-class  "experimenter,"  the  general  feel- 
ing is  that  drugs  represent  a  groping  for  meaningful  personal 
adjustment,  while  for  the  urban  poor  drugs  represent  an  adap- 
tation to  intolerable  conditions.  Therefore,  the  attempt  would  be 
not  only  to  assess  the  prevalence  of  drug  abuse,  but  also  to  cor- 
relate drug  abuse  with  the  level  of  emotional  tension  and  with 
various  socio-cultural  factors  which  might  be  causing  stress.  The 
assumption  generally  held  is  that  the  adolescent,  who  is  a  drug 
abuser,  is,  in  fact,  undergoing  or  suffering  from  great  emotional 
difficulties. 

A  further  attempt  of  this  project  was  to  ascertain  whether  a 
particular  type  of  drug  was  favored  by  a  particular  cultural  and/or 
socio-economic  group.  With  the  present  racial  composition  of  the 
school  system,  it  was  felt  to  be  relatively  simple  to  make  racial 
comparisons  inasmuch  as  there  remain  schools  predominantly 
white,  predominantly  black,  and  mixed. 
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The  results  of  this  survey,  after  the  samples  were  taken  and 
programmed  at  Duke  University  Medical  Center^  Durham,  North 
Carolina,  were  analyzed  with  the  assistance  of  Dr.  Dorothea 
Leighton  at  the  UNC  School  of  Public  Health  in  Chapel  Hill,  and 
conclusions  were   drawn   and   recommendations   made. 

Methods 

Because  of  the  legal  implications  and  the  social  pressures 
associated  with  drug  abuse,  assessment  of  the  real  problem  was 
assumed  to  be  extremely  difficult.  Therefore,  all  questions  were 
carefully  designed  to  enhance  the  validity  of  the  responses.  Atten- 
tion focused  on  the  following  areas:  (a)  socio-economics,  (b)  self 
image,  (c)  pessimism  and  alienation,  (d)  attitude  toward  police, 
(e)  attitude  toward  parents,  (f)  attitudes  and  knowledge  toward 
drugs,  (g)  and  the  28  items  of  the  HOS  specifically  designed  for 
grades  7  through  12. 

Assessment  of  socio-economic  status  was  made  by  asking  the 
following: 

1)  Do  you  have  access  to  an  automobile? 

2)  Are  you  working? 

3)  Does  your  family  own  their  home,  are  they  buying  their 
home,  or  do  they  rent? 

The  incorporation  of  questions  dealing  with  self  image  grew 
out  of  the  conclusions  by  Brehm  and  Back-  that  "the  inclination  to 
take  drugs  could  be  summarized  as  dissatisfaction  with  one's  self 
and  a  lack  of  restraint  to  use  drugs  as  a  route  of  change."  The 
questions  asked  in  an  attempt  to  evaluate  self  image  were: 

1)  How  do  you  see  yourself:  a  good  mixer,  poor  mixer,  or  would 
you  rather  be  alone? 

2)  Where  did  you  put  yourself  in  terms  of  looks:  look  as  well 
as  my  friends,  look  better  than  my  friends,  or  do  I  look 
worse? 

3)  In  terms  of  school  work,  I  am:  above  average,  average,  or 
below  average? 

4)  How  many  friends  do  you  have:  many  friends,  few  friends, 
or  none? 

5)  Your  plans  about  education  are:  wish  to  go  to  college,  stop 
in  or  at  high  school,  or  uncertain? 

There  is  a  great  deal  of  dissatisfaction  today  concerning  many 
social  issues.  Today's  youth  are  said  to  have  an  anti-future  orien- 
tation as  opposed  to  their  parents.  These  factors  have  fostered  an 
increase  in  an  existing  feeling  of  pessimism  and  alienation,  and 
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to  deal  with  these  feelings  drugs  are  frequently  used.  To  assess 
pessimism  and  alienation  the  following  questions  were  asked: 

1)  Everybody  is  for  himself:  agree  or  disagree 

2)  Nobody  really  cares  for  anybody  else:  agree  or  disagree 

3)  Most  people  are  better  off  not  born:  agree  or  disagree 

4)  The  thing  I  do  is  to  live  today  rather  than  tomorrow:  agree 
or  disagree 

5)  You  are  a  fool  if  you  believe  what  most  people  try  to  tell 
you:  agree  or  disagree 

Also,  there  seems  to  be  a  prevailing  feeling  of  "anti-establish- 
ment." Feelings  toward  "law  and  order,"  and  particularly  the  police, 
seem  to  reflect  the  feelings  of  those  who  are  disenchanted  with 
the  "establishment."  Therefore,  specific  questions  regarding  atti- 
tudes toward  police  were  asked.  These  questions  were:' 

1)  Most  policemen  can  be  paid  off:  agree  or  disagree 

2)  Most  policemen  treat  people  of  all   races  equal:   agree  or 
disagree 

3)  Most  policemen  favor  their  friends:  agree  or  disagree 

Without  a  doubt  the  youth  rebel  when  the  old  appear  untrust- 
worthy, insecure,  hypocritical  and  confused;  therefore,  the  use  of 
drugs  is  viewed  by  many  as  being  a  rebellious  outburst  against 
feelings  of  rage  and  hostility. 

Today's  youth  live  in  a  world  of  unprecedented  affluence,  fre- 
quently with  their  parents  overwhelmingly  involved  in  obtaining 
this  affluence.  The  net  result  has  been  alienation,  with  the  younger 
generation  attempting  to  find  new  meaning  for  life.  These  feelings 
were  felt  to  be  best  assessed  by  sampling  attitudes  toward  parents. 
The  questions  asked  were: 

1)  Parents  are  always  looking  to  nag:  agree  or  disagree? 

2)  Describe  your  parents'  interest  in  you:  very  concerned,  con- 
cerned, unconcerned? 

3)  Do  you  see  your  parents  as:  very  religious,  religious,  non- 
religious? 

4)  If  you  had  a  drug  problem,  who  would  you  consult  in  a  crisis: 
your  parents  or  guardian,  physician,  minister,  or  a  friend? 

5)  At  school  who  do  you  feel  closest  to:  the  coach,  counselor, 
teacher,  friend? 

The  attitudes  and  knowledge  toward  drugs  were  felt  to  be  the 
most  sensitive  part  of  the  questionnaire.  Because  most  adolescents 
have  ambivalent  feelings  toward  the  present  laws  governing  mari- 
juana, the  first  question   of  this   segment   had   to   deal   with   the 
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possession   and   use  of  marijuana   which   was  thought  to   initiate 
interest: 

1)  Do  you  think  the  possession  and  use  of  marijuana  should 
be:  (a)  made  legal,  (b)  subject  to  moderate  punishment, 
(c)  subject  to  severe  punishment? 

2)  What  is  your  attitude  toward  people  you  know  who  use 
drugs:  (a)  admire  them,  (b)  do  not  admire  them,  (c)  don't 
know  enough  to  have  an  opinion? 

The  following  question  (No.  3)  was  asked  in  an  attempt  to  assess 
the  traffic  flow  of  drugs  among  the  students: 

3)  If  you  have  tried  drugs,  how  did  you  obtain  them?  (a) 
through  a  friend,  (b)  contacted  by  a  dealer,  (c)  have  never 
tried  drugs? 

Other  questions  asked  to  assess  the  frequency  of   use,  type  of 
drugs,  etc.  follow: 

4)  Indicate  how  frequently  you  have  used  marijuana:  (a)  never, 

(b)  once  or  twice,  (c)  frequently 

5)  Indicate  how  frequently  you  have  used  other  drugs  such  as: 
acid,  speed,  pep  pills,  or  heroin:  (a)  never,  (b)  once  or  twice, 

(c)  frequently 

6)  Do  you  consider  all  drug  (dope)  harmful?  (a)  yes,  (b)  no, 
(c)  uncertain 

7)  Of  the  drugs  listed  below,  which  one  do  you  think  is  most 
widely  used  in  the  area:  (a)  heroin,  (b)  amphetamines  or 
"uppers,"  (c)  barbiturates  or  "downers,"  (d)  LSD,  (e)  mari- 
juana, (f)  others 

8)  If  you  were  to  use  a  drug,  which  of  the  above  would  you  use 
(referring  to  the  drugs  named  in  question  7) 

9)  How  old  were  you  when  you  first  became  aware  that  some 
people  used  drugs?  (a)  ages  6  to  10,  (b)  ages  11  to  14,  (c)  15 
and/or  above 

10)  Assuming  drugs  to  be  a  problem,  how  would  you  deal  with 
it?  (a)  more  education,  (b)  stiffer  laws,  (c)  give  less  attention 
to  it 

11)  What  do  you  think  of  the  recent  radio  and  TV  segments 
dealing  with  drug  abuse? 

(a)  I  think  they  do  curb  drug  abuse 

(b)  I  think  they  say  very  little 

(c)  I  don't  watch  them 

12)  What  do  you  think  of  the  brochures  or  pamphlets  on  drugs 
that  are  found  in  most  libraries  and  other  public  places? 
(a)  I  think  they  are  beneficial 
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(b)  They  are  propaganda 

(c)  I  don't  read  them 

(This  question  was  asked  as  a  means  of  evaluating  the 
effectiveness  of  this  method  of  disseminating  drug  infor- 
mation.) 

There  are  many  different  kinds  of  anti-drug  publications  found 
in  most  public  places  visited  by  junior  and  senior  high  school  stu- 
dents. We  assume  that  a  tremendous  amount  of  money  is  devoted 
to  this  method  of  coping  with  the  drug  problem  without  assessment 
of  its  effectiveness.  Finally,  a  question  was  asked  if  this  anti-drug 
material  was  read,  and  how  effective  the  students  thought  it  was. 

A  rough  draft  of  the  questions  was  administered  to  a  total  of 
25  junior  and  senior  high  school  students,  prior  to  the  design  of  a 
printed  form,  for  purposes  of  ascertaining  whether  or  not  the 
questions  were  legible  and  could  be  comprehended  and  responded 
to  by  junior  and  senior  high  school  students  in  general. 

The  (HOS)  scores  are  derived  from  a  series  of  questions  related 
to  physiological  and  nervous  symptoms.  In  1950  the  late  Dr.  A.  M. 
MacMillan  conducted  a  study  in  an  eastern  Canadian  province, 
one  purpose  of  which  was  to  construct  and  standardize  a  test  made 
up  of  a  series  of  questions  and  answers  which  would  permit  esti- 
mating the  prevalence  of  psychoneurotic  symptoms  in  a  popu- 
lation.^ As  an  outgrowth  of  Dr.  MacMillan's  work  the  results  of 
various  later  surveys,  and  the  considered  opinions  of  scientists 
who  analyzed  such  health  questions  in  their  relationships  to  psy- 
chiatric disorders,  a  series  of  twenty  questions  referred  to  as  the 
HOS  Index  of  Mental  Health  has  been  recommended.  The  HOS 
(Health  Opinion  Survey)  allows  for  a  possible  score  ranging  from 
20  thru  60  with  a  score  above  35  indicating  emotional  stress.  The 
questions  and  answers  were  printed  on  IBM  sheets  which  could 
be  optically  scanned  and  data  then  processed  by  computer. 

The  final  drug  survey  form  had  two  sheets  with  the  first  sheet 
consisting  of  drug  information  and  the  second  sheet  consisting  of 
the  HOS  items.  The  resulting  questionnaire  was  then  presented 
to  both  Raleigh  and  Wake  County  school  officials.  The  city  school 
officials  seemed  apprehensive  about  conducting  the  survey  and 
offered  many  reasons  for  not  wishing  to  cooperate.  They  had 
already  begun  a  drug  program  in  their  schools  and  felt  the  survey 
at  this  time  would  alter,  or  certainly  have  some  "negative"  effects 
upon,  what  they  were  doing.  The  county  school  system,  by  con- 
trast, was  quite  enthusiastic  and  welcomed  the  idea  of  a  survey;  a 
drug  program  had  not  been  initiated  in  the  county  schools  at  this 
time.  When  the  county  school  system  agreed  to  conduct  the  survey, 
instructions  were  given  as  to  how  to  administer  the  questions  and 
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information  about  making  some  necessary  corrections  on  the  forms 
was  also  provided.  The  county  school  system  distributed  question- 
naires to  a  total  of  1,500  students  randomly  sampled  in  all  of  the 
junior  and  senior  high  schools.  The  samples  were  tested  during 
the  "homeroom  period"  and  questionnaires  were  administered  by 
the  homeroom  teacher.  It  was  estimated  that  it  took  an  average  of 
15  minutes  for  the  students  to  complete  the  questionnaire.  This 
survey  was  carried  out  simultaneously  throughout  the  entire  county 
school  system,  with  assurances  given  to  the  students  that  their 
names  were  not  to  be  used  and  that  this  information  was  confi- 
dential. 

Approximately  five  months  after  the  county  schools  had  admin- 
istered the  survey,  the  city  schools  agreed  to  participate.  However, 
there  remained  some  reluctance  on  the  part  of  the  city  school 
officials.  In  spite  of  the  fact  that  the  city  schools  were  instructed 
to  administer  the  test  during  regular  scheduled  class  periods,  the 
same  as  in  county  schools,  they  permitted  the  students  to  take  the 
forms  home  overnight  and  to  return  them  the  following  day. 

Of  the  1,500  students  surveyed  in  the  county  school  system, 
only  two  forms  were  returned  incomplete.  Of  the  500  students  in 
the  city  school  system  sample,  25  forms  were  returned  incomplete. 
Responses  to  questions  23,  30,  31,  and  33  required  write-ins.  The 
responses  to  the  write-in  questions  from  the  county  school  system 
seemed  well  thought-out  and  to-the-point.  By  contrast,  a  large  per- 
centage of  the  responses  to  these  write-in  questions  from  the  city 
school  system  were  ambiguous  and  sarcastic.  For  example,  a  re- 
sponse from  one  of  the  city  school  students  to  the  question  "Who 
do  you  feel  closest  to?"  stated  "the  janitor."  The  number  of  "no 
response"  to  individual  questions  varied  from  school  to  school  and 
no  tabulation  was  made  with  regard  to  the  lack  of  response  to 
particular  questions. 

Discussion 

In  terms  of  pessimism  and  alienation  (see  Table  I),  the  results 
showed  that  the  city  school  students  did,  in  fact,  appear  more 
pessimistic  and  alienated  than  the  county  students.  For  example, 

TABLE  I 

Percentage  of  Subjects'  Responses  to  Questions  1-32 


Questions  Responses 


1.    Do  you  have  access         a)  have  my  own  car 
to  a  car?  b)  have  use  of  family  car 

c)  I  don't  drive 


rotal 

Total 

%  for 

%  for 

City 

County 

0 

0 

42 

72 

6 

10 
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TABLE  1— continued 

2.    Are  you  working? 

a 
b 
c 

full-time 
)  part-time 
)  none 

0 
2 

59 

0 
18 
68 

3. 

Does  your  family: 

a 
b 
c 

)  own  their  home 
)  buying  home 
rent 

5 
42 
18 

6 

60 
10 

4. 

How  do  you  see 
yourself? 

a 
b 
c 

)  good  mixer 
)  poor  mixer 
rather  be  alone 

48 
5 
8 

62 

12 

2 

5. 

Where  do  you  put 
yourself  in  terms  of 
looks? 

a 

b 

c] 

)  look  as  well  as 

my  friends 
)  look  better 
look  worse 

40 

10 

6 

62 

18 

2 

6. 

In  terms  of  school 
work,  1  am: 

a] 
b 
c] 

above  average 
average 
below  average 

3 

42 

0 

10 

46 

0 

7. 

How  many  friends 
do  you  have? 

a] 
b 
c] 

many 

few 

none 

39 

20 

2 

56 

18 

4 

8. 

Plans  about  education 

a; 

b 

c] 

to  go  to  college 
stop  in  high  school 
uncertain 

40 
10 
10 

50 
10 
16 

9. 

Compared  to  friends, 
you  are: 

a] 
b^ 
0 

happier 
as  happy 
not  as  happy 

10 
39 
12 

16 
42 
14 

10. 

Everybody  is  for 
himself. 

a) 
b] 

agree 
disagree 

29 
40 

40 
38 

11. 

Nobody  really  cares. 

a] 
b] 

agree 
disagree 

16 
48 

6 
68 

12. 

Most  people  are 
better  off  not  born. 

a) 
b) 

agree 
disagree 

3 
68 

4 
73 

13. 

The  thing  1  do  is  to 
live  today  rather  than 
tomorrow 

a) 
b^ 

agree 
disagree 

5 
64 

2 

70 

14. 

You  are  a  fool  if  you 
believe  what  most 

a 
b 

agree 
disagree 

25 
29 

26 
52 

people  tell  you. 
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TABLE  I— continued 


15. 

Most  people  can  be 

a 

)  agree 

5 

2 

paid  off. 

b 

)  disagree 

59 

70 

16. 

Most  people  treat 

a 

agree 

31 

51 

people  of  all   races 

b 

)  disagree 

22 

31 

equal. 

17. 

Most  people  favor 

a 

>  agree 

47 

54 

their  friends. 

b 

)  disagree 

18 

14 

18. 

Police  are  helpful  to 

a 

agree 

51 

69 

those  in  trouble. 

b 

)  disagree 

10 

8 

19. 

Parents  are  always 

a] 

agree 

5 

2 

looking  to  nag. 

b 

)  disagree 

52 

72 

20. 

Describe  your  parents' 

a] 

very  concerned 

62 

71 

interest  in  you. 

b 

concerned 

10 

4 

0 

unconcerned 

6 

5 

21. 

Do  you  see  your 

a] 

very  religious 

35 

39 

parents  as: 

b 

religious 

30 

42 

0 

non-religious 

3 

6 

22. 

If  you  had  a  drug 

a) 

parents  or  guardians 

23 

46 

problem,  who  would 

b 

physician 

4 

3 

you  contact? 

0 

minister 

2 

6 

d; 

friend 

18 

5 

e) 

teacher 

3 

6 

23. 

At  school,  who  do  you 

a) 

counselor 

6 

3 

feel  closest  to? 

b 

teacher 

4 

5 

0 

coach 

3 

8 

d] 

friend 

24 

44 

e) 

other 

10 

3 

24. 

Do  you  think  possesion 

a) 

made  legal 

40 

20 

and  use  of  marijuana 

b 

subject  to  moderate 

should  be: 

0 

punishment 
subject  to  severe 

38 

45 

punishment 

11 

35 

d] 

no  response  received 

11 

0 

25. 

What  is  your  attitude 

a] 

admire  them 

20 

8 

toward  people  who 

b. 

do  not  admire  them 

25 

42 

use  drugs? 

0 

don't  know  enough  to 

have  an  opinion 

51 

48 

d) 

no  response  received 

4 

2 

30 
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TABLE  1— continued 

26. 

If  you  have  used 

a 

through  a  friend 

30 

11 

drugs,  how  did  you 

b 

)  contacted  by  dealer 

10 

3 

obtain  them? 

c 

never  tried  drugs 

58 

81 

d 

no  response  received 

2 

5 

27. 

Indicate  how 

a 

never 

68 

89 

frequently  you  have 

b 

)  once  or  twice 

22 

7 

used  marijuana. 

c] 

frequently 

6 

3 

d 

)  no  response  received 

4 
70 

1 

28. 

Indicate  how 

a 

never 

89 

frequently  you  have 

b 

)  once  or  twice 

24 

6 

used  other  drugs  such 

0 

frequently 

5 

2 

as:  acid,  speed,  pep 

d 

no  response  received 

1 

2 

pills,  or  heroin. 

29. 

Do  you  consider  all 

a^ 

yes 

49 

42 

drugs  harmful? 

b 

no 

32 

45 

0 

uncertain 

8 

12 

d 

no  response  received 

11 

1 

30. 

Of  the  drugs  listed. 

a' 

heroin 

6 

10 

which  do  you  think  is 

b 

amphetamines 

14 

9 

most  widely  used: 

0 

barbiturates 

18 

2 

d] 

LSD 

7 

1 

e) 

marijuana 

50 

60 

f) 

other 

5 
4 

18 

31. 

If  you  were  to  use  a 

a] 

heroin 

2 

drug,  which  would 

b^ 

amphetamines 

5 

6 

you  use? 

c] 

barbiturates 

10 

5 

d 

LSD 

5 

2 

e] 

marijuana 

75 

83 

f) 

other 

1 

2 

32. 

How  old  were  you 

a 

6  to  10 

39 

20 

when  you  first  became 

b 

)  11  to  14 

43 

72 

aware  that  some 

c 

15  and  above 

18 

8 

people  used  drugs? 

the  response  to  the  question  "You  are  a  fool  if  you  believe  what 
most  people  tell  you"  was  equally  divided — 25%  agree,  29%  dis- 
agree for  those  in  the  city  schools,  as  opposed  to  26%  agreeing 
and  52%  disagreeing  for  the  county  school  students.  The  majority 
of  students,  both  county  and  city,  stated  they  would  go  to  their 
parents  or  guardians  with  problems.  Only  a  small  percentage  of 
the  students  stated  they  would  take  their  problems  to  their  teacher, 
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3%  for  the  city  school  students  and  6%  for  the  county  school  stu- 
dents. Of  other  persons  at  school  that  students  might  feel  close  to, 
the  majority  say  they  feel  closest  to  a  friend,  while  a  significant 
number  of  city  school  students  state  they  feel  closest  to  "others." 
It  may  be  said  from  these  results  that  the  students  in  both  city 
and  county  schools  feel  somewhat  alienated  from  their  teachers. 
Perhaps  this  may  be  due  to  the  fact  that  the  school  systems  do 
not  foster  or  allow  time  for  the  intimacy  that  may  be  necessary  in 
order  for  students  to  confide  in  their  teachers.  Further,  our  results 
tend  to  show  that  this  alienation  is  somewhat  greater  in  the  city 
school  system,  which  may  be  due  to  its  total  size,  or  to  the  relative 
size  of  classes. 

Society  as  a  whole  seems  to  be  torn  between  the  decision  to 
make  marijuana  legal  or  to  continue  to  have  it  governed  by  the 
narcotic  laws.  To  add  to  the  confusion,  the  former  attorney  general 
has  gone  on  record  as  believing  that  marijuana  should  be  made 
legal.  This  ambivalence  is  reflected  in  the  answers  to  the  question 
"Do  you  think  the  possession  and  use  of  marijuana  should  be  made 
legal,  subject  to  moderate  punishment,  subject  to  severe  punish- 
ment?" The  largest  number  of  the  city  school  students  (40%)  re- 
sponded by  saying  that  marijuana  should  be  made  legal  (with 
almost  as  many  agreeing  that  it  should  be  subject  to  moderate 
punishment — 38%).  Only  11%  of  the  city  school  system  students 
thought  it  should  be  subject  to  severe  punishment.  By  contrast, 
fewer  county  school  students  thought  marijuana  should  be  made 
legal  (20%),  more  thought  its  use  should  be  subject  to  moderate 
punishment  (45%),  and  many  more  than  in  the  city  (35%)  felt  that 
it  should  be  subject  to  severe  punishment. 

With  respect  to  admiration  for  people  who  use  drugs,  it  was 
found  that  the  city  school  students  were  ambivalent  in  their  feel- 
ings toward  drug  users:  20%  admired  drug  users  and  25%  reported 
that  they  did  not  admire  them.  By  contrast,  only  8%  of  the  county 
school  students  stated  they  admired  drug  users,  while  42%  did  not. 

In  terms  of  drug  procurement,  it  appears  that  most  students 
in  both  county  and  city  schools  who  have  experimented  with  drugs 
obtained  them  through  their  friends,  while  10%  of  the  city  school 
students  admitted  to  having  obtained  drugs  through  a  dealer.  It 
is  not  clear  whether  "a  dealer"  to  the  student  is  someone  outside 
of  the  school  system  or  whether  a  dealer  could,  in  fact,  be  a  friend 
and  even  a  fellow  student. 

It  has  been  stated  by  many  authors''  that  marijuana  is  seen  in 
increased  incidence  among  teenagers  and  our  study  confirms  this 
belief  among  our  population.  Six  percent  (question  no.  30)  of  the 
students  sampled  in  the  city  school  system  stated  that  they  fre- 
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quently  used  marijuana,  which  was  twice  the  percent  of  frequent 
users  in  the  county  school  system.  Twenty-two  percent  of  the  city 
students  stated  that  they  had  used  marijuana  once  or  twice, 
whereas  only  7%  of  the  county  students  had  done  so.  A  large 
majority  of  both  groups  said  they  would  use  marijuana  if  they  used 
a  drug  (question  no.  31). 

With  respect  to  how  frequently  they  had  used  "hard"  drugs 
such  as  acid,  speed,  pep  pills,  or  heroin,  it  was  found  that  5%  in 
the  city  school  system  had  frequently  used  these  drugs  and  24% 
had  used  them  once  or  twice;  while  in  the  county  schools  only  2% 
had  frequently  used  "hard"  drugs,  and  another  6%  had  used  them 
once  or  twice. 

When  asked  about  the  harmfulness  of  drugs,  it  is  surprising 
that  49%  of  the  city  school  students  responded  that  they  consid- 
ered all  drugs  harmful.  It  may  be  that  the  drug  programs  that  were 
being  conducted  in  the  city  school  system  had  generated  this 
"negative"  feeling  toward  drugs.  On  the  other  hand,  it  must  be 
borne  in  mind  that  the  city  questionnaires  were  in  some  instances 
filled  out  at  home,  perhaps  in  the  presence  of  parents,  and  pos- 
sibly reflect  parent  rather  than  student  attitudes.  Also  11%  of  the 
city  school  students  failed  to  answer  this  particular  question  as 
compared  to  only  1%  "no  response"  in  the  county.  It  is  interesting 
to  note  that  county  school  students,  who  had  not  had  any  formal 
instruction  about  drug  abuse,  responded  in  equal  percentages  that 
they  did  (42%)  or  did  not  (45%)  consider  all  drugs  harmful. 

Although  marijuana  is  seen  as  the  most  widely  used  drug  by 
students  in  both  school  systems,  amphetamines  and  barbiturates 
were  also  listed  in  significant  numbers  by  city  school  students, 
i.e.  14%  and  18%  respectively,  as  also  widely  used.  Likewise,  LSD 
was  listed  by  7%  of  the  city  students  as  opposed  to  only  1%  of 
the  county  students.  Curiously,  more  county  than  city  students 
mention  heroin  as  widely  used. 

These  figures  may  indicate  that  the  city  school  students  are 
"more  sophisticated"  or  have  a  more  extensive  knowledge  about 
drugs  than  the  county  school  students,  for  six  times  more  of  the 
county  school  students  show  an  awareness  of  marijuana  than  of 
any  other  drug,  while  in  the  city  only  three  times  as  many  nominate 
marijuana  as  "most  widely  used."  Urbanization  may  be  considered 
a  factor  in  the  greater  preference  for  LSD  on  the  part  of  the  city 
school  pupils.  When  racial  balance  is  taken  into  account,  13%  of 
the  predominantly  black  city  school  students  said  that  they  would 
choose  heroin  if  they  were  to  use  drugs.  This  is  probably  due  to 
the  fact  that  heroin  has  had  a  long  history  among  urban  blacks 
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and  perhaps  this  group  of  students  is  more  familiar  with  this  par- 
ticular drug  for  that   reason. 

Question  No.  32  indicates  that  the  largest  percent  of  both 
city  and  county  school  students  learned  of  drugs  between  the  ages 
of  11  and  14;  however,  twice  as  many  city  students  became  aware 
that  some  people  use  drugs  between  the  ages  of  6  and  10  as  did 
county  students.  Therefore,  in  terms  of  prevention  it  would  appear 
that  some  type  of  drug  education  should  be  given  beginning  in 
elementary  school. 

In  response  to  the  question  "How  would  you  deal  with  it  (the 
drug  problem)",  most  students  responded  by  saying  "more  edu- 
cation," but  a  significant  number  of  students  wrote  that  they  felt 
the  school  should  pay  less  attention  to  the  problem.  A  significant 
number  also  expressed  negative  feelings  toward  "formal  courses" 
with  the  majority  preferring  informal  discussions.  The  majority* 
of  both  city  and  county  school  students  felt  that  radio  and  TV 
segments  dealing  with  drug  abuse  were  beneficial,  i.e.  52%  and 
58%,  respectively,  reported  positive  feelings  about  these  programs. 
The  students  in  general  seemed  to  have  felt  that  both  brochures 
and  pamphlets  such  as  are  found  in  most  libraries  and  other  public 
places  were  beneficial,  (i.e.  54%  and  60%  city  and  county  students, 
respectively). 

The  scores  on  the  HOS  (see  Table  II)  revealed  that  the  black 

TABLE  II 

Average  HOS  Response  Scores** 
By  Sex,  Race,  and  Type  of  School 


COUNTY  SCHOOLS 

CITY  SCHOOLS 

SCHOOL  "A"  (Predominantly  black)    30 

students  in  the  city  school  system  had  significantly  higher  scores*** 
than  white  city  students  and  higher  than  county  students,  black 
or  white.  The  black  males  (35)  in  the  county  schools  scored  about 
the  same  as  the  white  males  (36),  with  black  females  (37)  in  the 
county  schools  higher  than  the  white  females  (35).  The  city  white 
male  (33)  was  about  the  same  as  the  city  white  female  (32);  how- 
ever, for  the  predominantly  black  city  school  the  scores  for  the 
males  and  females  were  significantly  lower  than  those  from  inte- 

*majority— 51%  or  more. 

'"Scores  of  35  and  above  are  usually  considered  to  show  higher  than  normal 
stress  and  tension, 
"•"^'indicating  a  higher  level  of  stress  or  tension. 


Black 
Male 

35 

White 
Male 

36 

Black 
Female 

37 

White 
Female 

35 

39 

33 

39 

32 

30 

34 
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grated  schools,  with  a  score  of  30  for  black  males  and  34  for  black 
females.  From  these  results  it  can  be  stated  that  these  black  city 
(non-integrated)  school  students  appear  to  be  feeling  less  emo- 
tional tension  than  the  black  city  and  black  rural  integrated  stu- 
dents. Further,  these  results  would  tend  to  agree  with  those  that 
have  been  reported  from  other  parts  of  the  state  which  show  that 
students,  particularly  black  students,  who  attend  a  familiar  pre- 
dominantly black  school  suffer  less  emotional  tension. 

Because  of  technical  difficulties  in  programming  and  an  in- 
sufficient amount  of  funds,  we  were  not  able  to  compare  the  HOS 
scores  to  those  students  admitting  to  the  frequent  use  of  drugs 
listed  in  question  No.  27  and  No.  28  and  with  scores  of  those  not 
having  used  drugs.  Relationships  between  tension  levels  as  meas- 
ured by  the  HOS  and  drug  use  and  attitudes  will  be  reported  in  a 
later  paper. 

Conclusion 

In  conclusion,  it  can  be  said  that  our  results  tend  to  show  that 
junior  and  senior  high  school  students  are  confused  about  the 
issues  around  marijuana  with  regard  to  whether  or  not  it  should 
be  made  legal,  or  whether  the  punishment  now  governing  the  use 
of  marijuana  is  appropriate.  Without  a  doubt,  the  majority  of  stu- 
dents, if  they  were  to  use  a  drug,  showed  a  preference  for  mari- 
juana. A  significant  number  of  students  (6%  from  city  and  3% 
from  county)  responded  that  they  frequently  used  marijuana,  with 
5%  from  the  city  and  2%  of  the  county  school  students  stating 
that  they  frequently  used  other  drugs  such  as  acid,  speed,  pep 
pills,  or  heroin.  The  majority  of  county  and  city  students  reported 
that  they  became  aware  of  drugs  between  the  ages  of  11  and  14 
but  a  significant  number  said  that  they  first  became  aware  of 
drugs  between  the  ages  of  6  to  10.  The  Health  Opinion  Survey 
tends  to  point  out  that,  in  general,  the  students  in  the  Wake  County 
public  school  system  do  not  seem  to  be  undergoing  any  greater 
degree  of  stress  than  was  found  in  similar  studies  done  in  other 
parts  of  North  Carolina.  However,  it  would  appear  that  for  the  black 
students  there  is  less  emotional  tension  when  attending  a  familiar 
predominantly  black  school. 

Although  this  paper  is  not  intended  to  offer  arguments  for  or 
against  desegregation,  some  interesting  data  on  the  subject  was 
obtained.  A  more  detailed  analysis  of  the  emotional  effects  of 
desegregation  will  follow  in  a  later  paper  previously  mentioned 
when  we  attempt  to  correlate  drug  abuse  with  emotional  tension. 
However,  the  findings  of  Campbell  and  Yarrow''  are  relevant  here. 
Even  though  they  reported  observations  from  an  inter-racial  camp 
and  not  a  desegregated  school,  they  suggested  that  desegregation 
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holds  "the  greatest  initial  hazards  for  Negro  girls.  The  Negro  girl 
comes  to  desegregation  weighted  with  feelings  of  self-rejection 
and  the  recognition  of  the  favored  social  and  power  positions  of 
the  white  girls."  Our  data  showed  that  the  black  female  was  under- 
going more  emotional  tension  than  the  black  males  even  in  the 
"all  black  neighborhood  school"  and  suffered  their  greatest  emo- 
tional tension  in  the  desegregated  schools,  significantly  higher 
than  all  their  peer  groups  in  either  situation.  This  data  on  desegre- 
gation is  not  to  be  used  to  answer  the  questions  regarding  the 
effects  of  desegregation,  for  more  precise  questions  are  needed, 
for  example,  questions  which  focus  upon  the  social  grouping  and 
social  processes  accompanying  desegregation.  In  short,  we  need 
to  look  in  a  more  differentiated  way  at  the  individuals  embedded 
within  a  school  community,  responding  to  each  other  and  the 
school  environment. 
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During  the  past  decade,  many  mental  health  authorities  have 
concerned  themselves  with  the  manpower  shortage  and  the  poor 
prospect  of  producing  an  increased  number  of  professionals;  they 
advocate  training  new  professionals  and  developing  new  categories 
of  mental  health  workers.'-**  However,  there  is  considerable  uncer- 
tainty about  the  role  of  sub-professionals,  semi-professionals,  and 
professionals  in  this  admixture.  A  wide-ranging  discussion  on  the 
effectiveness  of  professional  manpower  at  the  Twenty-first  Insti- 
tute on  Hospital  and  Community  Psychiatry  revealed  that  psychi- 
atrists are  questioning  the  efficiency  and  relevance  of  their  tradi- 
tional mode  of  professional  functioning.-'  Serious  doubts  arise  about 
the  effectiveness  of  existing  professionals  and  maximum  utilization 
of  other  mental  health  personnel  in  hand. 

We  became  keenly  aware  of  this  lack  of  effective  use  of  man- 
power in  our  unit  when,  in  September  of  1968,  following  the  change 
of  the  unit  director,  the  hierarchical  structure  of  the  unit  and  its 
effectiveness  was  closely  examined.  It  was  found  that  this  organi- 
zational structure,  modeled  after  traditional  medical  settings,  is 
not  functional  and  has  led  to  inefficient  utilization  of  manpower, 
inadequate  service  to  patients,  and  an  undesirable  work  atmo- 
sphere for  the  personnel.  The  restructure  of  the  unit  to  make  the 
best  possible  use  of  existing  manpower,  using  a  new  team  approach 
and  emphasizing  multi-disciplinary  leadership,  is  described  in  this 
paper. 

This  geographic  unit  is  part  of  a  large  mental  hospital.  The 
unit  has  a  bed  capacity  of  210  and  serves  patients  from  a  rural, 
textile-manufacturing  region  of  North  Carolina  (4  counties),  with 
a  population  of  170,000  and  an  average  admission  rate  of  40  patients 
per  month.  At  the  time  the  new  unit  director  joined  the  staff  the 
unit  had  a  census  of  209  patients,  with  53  full-time  and  part-time 
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University  of  North  Carolina  School  of  Medicine  in  Chapel  Hill,  N.  C. 
**The  author  acknowledges  the  assistance  of  Miss  Clara  Simon  and  Dr.  William 
Eichmann  in  preparing  the  manuscript. 


A.  JARRAHIZADEH        37 

employees  for  24-hour  coverage.  Approximately  55  per  cent  of  the 
patients  were  in  locked  wards  and  many  of  them  were  not  involved 
in  any  active  therapeutic  program.  Like  other  units  in  the  hospital, 
we  had  an  abundance  of  long-term  patients  who  over  the  years 
had  been  "forgotten,"  and  through  long,  needless  years  of  hos- 
pitalization had  become  firmly  and  comfortably  entrenched  in  the 
hospital.  No  organized  mental  health  resources  existed  in  our 
geographic  catchment  area,  and  hospital-community  relations  were 
virtually  non-existent. 

Problems 

Following  a  thorough  evaluation  of  the  unit  prior  to  the  re- 
organizational  plan,  three  problems  were  found  to  be  paramount: 

1.  Lack  of  unity  among  the  staff  with  no  established  pattern 
of  leadership  or  accepted  organizational  model  to  follow. 
Different  disciplines  often  competed  with  each  other  and 
frequently  were  hampered  by  destructive  conflicts. 

Along  with  the  rule  of  the  few  there  had  been  a  con- 
tinual change  of  unit  directors  and  chief  nurses  during  the 
previous  years  without  any  continuous  strong  leadership  or 
defined  common  goal  and  objective  in  the  unit.  Moreover, 
we  found  the  insular  way  of  functioning  had  exacerbated 
the  lack  of  unity  among  the  staff — that  is  to  say,  the  staff 
was  divided  into  a  few  sub-groups,  each  with  its  own  rigid 
role  and  defined  territory;  each  guarding  his  domain  like 
a  medieval  baron  working  towards  individual  programs 
eminent  from  his  professional  interest.  Loyalty  to  his  own 
sub-group,  hesitancy  to  share  responsibility,  and  unwilling- 
ness to  assume  a  "whole  unit"  identification  were  major 
obstacles. 

2.  A  poor  staff-patient  ratio  of  1  to  4  led  to  staff  m.embers 
justifiably  feeling  pressured  and  overworked.  To  explore 
this  problem  further,  the  unit  census  was  traced  back  to  its 
beginning  in  June  of  1965  when  our  1,800  bed  hospital 
adopted  the  geographic  unit  system.  The  hospital  census 
was  1,621  at  that  time  with  181  of  the  patients  housed  in 
our  unit.  During  the  following  three  and  one-half  years,  the 
unit  census  had  increased  16  percent  (from  181  to  209), 
while  the  rest  of  the  hospital  followed  the  national  trend 
and  reduced  census  approximately  12  percent.  No  signifi- 
cant changes  could  be  found  to  explain  this  difference.  An 
ineffective  therapeutic  program  and  poor  release  planning 
in  the  unit  were  thought  to  be  the  most  likely  explanations 
and  represented  our  hypothesis  at  this  time. 
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Staff  shortage,  on  the  other  hand,  was  a  well-known, 
chronic  problem  all  over  the  hospital  and  we  had  our  share. 
The  shortage  was  mainly  in  the  area  of  professionals.  !n 
fact,  according  to  the  national  accreditation  standards,  we 
were  adequately  supplied  with  attendants  but  woefully  lack- 
ing in  registered  nurses,  rehabilitation  therapists,  social 
workers,  and  particularly  psychologists  and  psychiatrists. 
Coupled  with  this  professional  staff  shortage,  we  faced  the 
fact  that  those  available  were  overwhelmed  with  a  variety 
of  administrative  and  clinical  responsibilities,  failing  to 
utilize  sub-professionals  more  effectively.  The  bulk  of  over- 
all responsibilities  were  vested  primarily  in  two  psychi- 
atrists, one  of  them  the  unit  director. 

,  3.  The  third  problem  was  thought  to  be  poor  communication 
among  the  unit  staff  with  a  paranoid  type  of  atmosphere 
prevailing  throughout  the  unit.  This  was  a  crucial  issue  and 
was  enhancing  underlying  power  conflict.  The  staff  mem- 
bers were  not  communicating  openly,  and  opportunity  for 
exposing  and  sharing  significant  feelings  was  non-existent. 

Objectives 

1.  Our  first  objective  was  to  develop  a  suitable  organizational 
model  with  defined  leadership-fellowship  style  and  appro- 
priate common  goals  and  objectives  for  the  unit.  V\/e  aimed 
at  greater  use  of  sub-professionals  and  promotion  of  shared 
decision-making. 

2.  The  next  objective  was  to  improve  the  staff-patient  ratio.  It 
was  planned  to  raise  this  ratio  to  1:3  in  one  year,  and  even 
more  hopefully  to  1:2  by  the  end  of  the  second  year. 

3.  Better  means  of  communication  and  improving  staff  morale 
appeared  to  be  closely  related  and  were  considered  as  the 
third  objective.  By  promoting  multi-disciplinary  leadership, 
autonomy,  and  the  utilization  of  special  talent  and  knowl- 
edge at  all  staff  levels,  as  well  as  through  multi-disciplinary 
approaches  to  problems,  it  was  hoped  that  the  stage  would 
be  set  for  establishing  a  sense  of  belonging  and  ownership, 
consequently  fostering  higher  morale. 

Methods 

The  first  step  in  setting  out  to  accomplish  our  objectives  was 
arranging  a  meeting  which  would  bring  the  key  staff  members 
(doctors,  nurses,  psychologists,  social  workers  and  rehabilitators) 
together  on  a  regular  basis.  Hence,  it  was  planned  to  start  the  work 
day  with  a  half  hour  meeting  to  discuss  recent  unit  activities  and 
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share  various  problems  and  interests.  It  was  hoped  that  this  meet- 
ing would  serve  as  the  basic  medium  for  communication  among 
the  staff  and  provide  a  sound  group  which  would  get  involved  in 
developing  and  implementing  our  reorganization.  At  the  same  time, 
hopefully  this  group  would  give  the  unit  director  an  opportunity 
to  know  the  unit  staff  and  some  of  their  problems  first-hand  and 
to  mutually  share  their  problems  with  them. 

At  first,  the  meetings  were  cold  and  formal  with  frequent 
irregularity  in  attendance.  However,  we  met  regularly  and  tried  to 
bring  up  and  discuss  various  common  problems  which  formerly 
were  handled  by  the  unit  director  on  an  individual  basis.  Less 
attention  was  given  to  formal  reporting  and  free  discussion  of 
on-going  problems  was  encouraged.  Gradually,  the  discussion 
became  open  and  spirited.  More  and  more  issues  of  common  inter- 
est and  concern  were  disclosed;  various  problems  were  explored 
and  methods  of  overcoming  them  were  discussed.  Everybody, 
regardless  of  rank  or  discipline,  was  invited  to  express  his  thoughts 
and  feelings  in  regard  to  issues  affecting  the  unit  and  to  participate 
in  shared  decision-making. 

It  was  during  this  semi-structured  staff  meeting,  enriched  by 
some  individual  conferences  with  discipline  heads,  that  the  in- 
efficiency of  the  existing  territorial  way  of  functioning  was  explored, 
and  the  need  for  a  more  suitable  organizational  model  was  felt 
and  expressed.  Team  approach  and  unity  of  the  unit  became  the 
prime  interest  of  the  group  and  the  focus  of  discussion  for  many 
weeks.  As  a  result  of  these  discussions  we  agreed  that:  patient 
care  is  the  main  function  of  the  unit.  Our  aims  should  be  to  blend 
our  services:  (1)  to  meet  a  higher  standard  of  care,  (2)  to  promote 
job  satisfaction,  and  (3)  to  work  as  a  part  of  one  integrated  team 
regardless  of  individual  background  and  interest. 

At  this  time  the  group  was  becoming  more  cohesive  and  we 
all  seemed  to  be  struggling  to  develop  a  team.  Various  forces 
which  influenced  the  development  of  the  team  and  its  style  of 
functioning  were  considered.  Although  the  main  focus  was  on  the 
organizational  structure  of  the  team,  it  was  necessary  to  consider 
other  influential  forces,  e.g.,  the  organization  and  power  structure 
of  the  hospital,  the  personality  and  backgrounds  of  the  team  mem- 
bers, and  differences  in  ideology  held  by  team  leaders. 

Considering  the  team's  organizational  structure,  various  models 
were  considered.*  "■  Two  grossly  different  ones  are  the  hierarchical 
and  equalitarian  models.  The  hierarchical  model  is  characterized 
by  fixed  role  definitions,  restriction  of  decision-making  to  a  few 
staff  in  leadership  positions,  and  level-to-level  communication.  The 
equalitarian  model,  on  the  other  hand,  is  characterized  by  flexible 
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role  definition,  shared  decision-making  and  open  communication 
among  all  members. 

Sanders,  Smith,  and  Weinman  have  reviewed  the  organizational 
research,  suggesting  that  an  equalitarian  team  is  a  more  effective 
problem-solving  mechanism,  whereas  a  hierarchical  team  has 
greater  strength  as  a  decision-implementing  structure.  They  also 
suggest  that  when  both  the  equalitarian  and  the  hierarchical 
models  are  permitted  to  exist  within  an  organization,  the  members 
of  the  team  are  very  likely  to  be  caught  in  destructive  role  conflict.'' 
Lewis  suggests  a  compromise  model  that  incorporates  the  strength 
of  both  models  in  a  therapeutic  team."  In  this  model,  open  com- 
munication, shared  decision-making,  defined  leadership  and  clear 
role  definition  are  permitted  together.  However,  he  feels  that  the 
style  of  leadership  should  be  permissive  and  the  role  definition 
must  be  flexible. 

Compromise  Model 

The  style  we  adapted  closely  resembles  the  compromise  model 
with  more  emphasis  on  multi-disciplinary  leadership.  Leadership 
is  taken  jointly  and  equally  by  doctors,  nurses,  social  workers  and 
rehabilitators,  with  others  making  considerable  contribution.  Any 
employee,  I  believe,  regardless  of  his  position  and  rank,  should  be 
given  the  chance  to  broaden  his  function  to  the  extent  that  he  is 
capable.  This  would  utilize  the  employee's  talent  to  the  fullest  and 
help  to  integrate  the  needs  of  the  staff  members  in  a  way  that  is 
at  once  organizationally  productive  and  individually  fulfilling.  For 
example,  a  psychiatric  aide  with  excellent  potential  may  become 
a  co-therapist  and  a  capable  nurse  may  take  charge  of  a  thera- 
peutic program. 

Through  continuous  discussions  and  case  presentations,  we 
thoroughly  discussed  various  components  of  our  proposed  style  of 
functioning,  which  consisted  of  multi-disciplinary  leadership; 
shared  decision-making;  defined  but  flexible  role;  and  open  com- 
munication. The  discussions,  particularly  around  the  issues  of 
shared  decision-making  and  open  communication,  were  quite 
anxiety-provoking.  The  professional  staff  were  experiencing  diffi- 
culties in  giving  up  their  traditional  model  of  functioning  to  become 
more  sharing  individuals,  and  sub-professionals  were  overwhelmed 
by  the  new  role  and  additional  responsibilities  they  were  facing. 
The  need  for  more  work  in  the  area  of  interprofessional  relation- 
ships was  obvious.  It  became  more  and  more  clear  that  the  staff 
member  needed  to  feel  that  he  belonged  to  a  group  that  was  doing 
specific  and  meaningful  work  in  which  he  could  justifiably  feel 
some  pride.  Gradually,  the  staff  began  to  emerge  as  a  therapeutic 
team,  in  that  they  were  realistically  trying  to  meet  their  own  needs 
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as  well  as  the  unit's  needs.   Moreover,  the  opportunity  for  staff 
members  to  share  feelings  and  communicate  openly  was  provided. 

Hence,  designs  began  to  emerge  for  structuring  the  unit  team 
into  four  functional  sub-teams  with  coordinators  from  different 
disciplines  serving  the  unit.  A  regular  one-hour-a-week  unstruc- 
tured group  meeting  was  also  arranged  in  order  to  allow  staff 
members  to  share  their  feelings  openly  and  to  tackle  their  con- 
flicts in  a  more  direct  and  professional  way. 

Teams 

Considering  the  services  the  unit  offers  (mainly  patient  care), 
and  having  the  unit  goal  in  mind,  we  examined  our  work  flow  and 
designed  figure  1.  This  diagram  shows  the  process  a  patient  goes 


FIGURE  1 
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through  following  his  admission  to  the  unit.  It  consists  of  diag- 
nostic procedures  (Dx.),  therapeutic  programs  (Rx.),  rehabilitation 
activities  (Reh.),  and  release  planning  (Rel.).  Some  patients  pro- 
gress through  these  stages  in  approximately  four  weeks,  while  many 
others,  for  a  variety  of  reasons,  remain  in  a  static  position  (out  of 
the  flow  of  returning  to  the  community)  and  stay  in  the  hospital 
longer  than  necessary  and,  at  times,  are  "lost"  in  the  general  unit 
milieu. 

Thus  the  main  goals  of  our  sub-teams  appeared  to  be  pro- 
viding effective  therapeutic  measures  which  assure:  A.  Prompt 
assessment,  satisfactory  treatment  and  rehabilitation,  and  desirable 
release  planning  of  all  patients  entering  the  unit  (preventing 
unnecessary  long  hospitalizations  of  acute  patients);  and  B.  Re- 
evaluation  and  resocialization  of  our  long-term  patients  in  order 
to  bring  them  back  to  the  therapeutic  flow  of  returning  to  the  com- 
munity (eliminating  the  problem  of  "lost  patients").  In  order  to 
achieve  these  goals  and  considering  the  unit's  four  major  service 
components,  the  organization  of  our  four  sub-teams  was  conceived 
and  began  to  shape  up.  The  teams  were  called  diagnostic,  treat- 
ment, rehabilitation,  and  release  planning,  each  with  specific  tasks 
and  responsibilities. 

Team  members  obviously  were  grouped  on  the  basis  of  their 
background  and  the  type  of  care  they  gave  to  the  patients.  Each 
team  selected  its  team  leader  or  "coordinator"  on  the  basis  of  his 
training,  experience,  and  personal  interest  in  the  particular  area 
with  which  that  team  was  most  concerned.  The  team  coordinators 
are  given  full  autonomy  and  authority  to  develop  and  lead  their 
teams  and  determine  the  nature  and  the  level  of  their  activities. 
However,  they  are  asked  to  present  their  team  policies,  programs 
and  new  developments  to  the  unit  staff  for  discussion.  This  makes 
the  entire  unit  aware  of  the  objectives,  functions,  and  expectations 
of  each  team  and  its  members.  In  order  to  foster  still  more  effec- 
tive communication  and  better  coordination,  the  team  leaders  meet 
regularly  with  the  unit  director  who  is  also  the  leader  of  the  diag- 
nostic team  (being  called  "playing  coach").  They  are  adminis- 
tratively responsible  to  the  unit  director  and  receive  regular  super- 
vision from  him  and/or  a  senior  staff  member  in  their  own  dis- 
cipline who  is  not  a  member  of  the  unit  staff. 

Before  the  specific  function  and  composition  of  each  team  is 
discussed  in  detail,  it  should  be  emphasized  that  the  teams  are 
mainly  functional  sub-teams.  They  function  separately,  yet  within 
the  framework  of  one  unit  team.  All  staff  members,  although  in 
different  degree,  are  involved  in  more  than  one  team  while  caring 
for  a  patient  throughout  his  hospitalization.  For  example,  the  chief 
social  worker  is  the  leader  of  the  release  planning  team,  and  thus 
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coordinates  all  such  activities  throughout  the  unit.  She  is  also  an 
active  member  of  the  diagnostic  team  and  participates  in  diag- 
nostic evaluation  of  cases  that  are  assigned  to  her  on  admission. 
Further,  she  is  considered  a  member  of  the  treatment  team  because 
of  her  particular  interest  and  involvement  in  psychotherapy.  To 
clarify  further,  I  should  add  that  each  patient  is  assigned  to  a 
specific  doctor  for  the  duration  of  his  stay,  rather  than  to  a  team, 
but  that  doctor  works  with  the  various  teams  as  his  patient  pro- 
gresses through  the  four  phases  of  diagnosis,  treatment,  rehabili- 
tation and  release  planning. 

Diagnostic  Team 

The  primary  function  of  this  team  is  to  provide  accurate  diag- 
nosis and  recommendations  for  all  patients  admitted  to  the  unit 
by  the  second  week  of  hospitalization.  The  team  also  reviews 
patients  who  have  remained  in  the  hospital  more  than  two  months 
for  re-evaluation  of  their  condition  and  initiation  of  new  treatment 
programs  if  necessary.  Because  of  his  familiarity  with  the  diag- 
nostic procedures,  a  unit  psychiatrist  (the  author)  was  selected 
for  coordination  of  this  team.  Other  team  members  consist  of  the 
physician  and  the  social  worker  assigned  to  the  case,  a  nurse  and 
a  psychologist. 

The  diagnostic  team  holds  conferences  twice  a  week  for  diag- 
nosis of  new  patients  and  to  review  long-term  cases.  These  meet- 
ings are  one  to  two  hours  in  length,  and  are  called  "new  case  con- 
ference" and  "review  conference."  A  psychiatrist  always  chairs 
these  conferences,  while  other  members  of  the  diagnostic  team 
contribute  and  participate  in  the  decision-making  process.  For 
example,  the  physician  in  charge  of  the  case  presents  the  result 
of  his  examination;  the  social  worker  is  responsible  for  providing 
family  history  and  social  formulation;  the  nursing  staff  contribute 
to  diagnostic  procedure  by  providing  24-hour  observation;  and  the 
psychologist  helps  with  complicated  cases  where  psychological 
testing  is  required.  During  these  conferences,  the  team  also  sets 
the  groundwork  for  the  treatment,  rehabilitation,  and  release  plan- 
ning of  patients  being  discussed. 

Treatment  Team 

On  the  basis  of  the  recommendations  from  diagnostic  and 
review  conferences,  the  treatment  team  carries  out  and  re-evaluates 
the  treatment  of  each  patient.  Nurses,  we  concluded,  are  best 
trained  to  carry  out  treatment  plans  and  coordinate  prescribed 
recommendations;  they  obviously  are  more  closely  involved  with 
patient  care  than  any  other  discipline  in  the  unit.  Thus,  the  nurse 
unit  director  was  selected  as  the  coordinator  of  this  team.  Beside 
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the  professional  and  sub-professional  nursing  staff,  the  team  con- 
sists of  the  physician  and  social  worker  in  charge  of  the  patient, 
a  representative  from  the  rehabilitation  team,  and  the  unit  chaplain. 

The  treatment  team  coordinates  its  activities  through  regular 
meetings  of  nursing  personnel  and  active  participation  in  diag- 
nostic and  review  conferences.  During  twice-a-week  rounds  with 
physicians,  the  team  re-evaluates  and  up-dates  the  treatment  plans 
of  each  patient.  It  has  active  treatment  and  nursing  care  plans 
for  every  patient  and  works  closely  with  the  rehabilitation  team  in 
scheduling,  participating  and  coordinating  various  programs. 

Rehabilitation  Team' 

The  primary  function  of  the  team  is  to  implement  the  diag- 
nostic and  treatment  team  recommendations.  This  team  is  com- 
posed of  four  members,  one  from  each  of  four  rehabilitation  dis- 
ciplines, (industrial,  occupational  &  recreational  therapy  and 
vocational  rehabilitation).  Nurses  and  physicians  are  consultants 
to  this  team.  In  reviewing  the  roles,  the  team  members  and  the 
unit  view  occupational  therapy  as  treating  through  doing  and 
making  things,  industrial  therapy  as  treating  through  working, 
recreational  therapy  through  resocializing  and  recreating,  and 
vocational  rehabilitation  through  training  and  counseling.  The 
leadership  of  this  team  rotates  among  the  four  principal  members 
on  an  annual  basis. 

The  members  of  this  team  meet  regularly  to  coordinate  their 
programs,  moving  the  patients  from  one  discipline  to  another  as 
needed.  Further,  through  weekly  meetings  with  the  consultants, 
programs  are  reviewed  and  adjusted  to  fit  the  patient's  needs.  In 
most  cases  the  team  focuses  its  work  on  preparing  patients  for 
adequate  community  work  placement,  thus  working  closely  with 
the  release  planning  team.  The  work  of  this  team  is  primarily 
accomplished  away  from  the  unit,  in  the  team  members'  own 
respective  areas,  and  the  team  usually  keeps  the  patients  actively 
involved  for  three  to  five  hours  a  day. 

Release  Planning  Team 

Planning  for  discharge  actually  starts  on  the  day  of  admission 
and  is  re-evaluated  in  the  diagnostic  and  review  conferences. 
Because  of  their  work  with  the  patient's  family  and  their  involve- 
ment with  community  agencies,  the  unit  social  workers  carry  the 
major  responsibility  for  this  function.  Therefore,  the  unit  team 
selected  the  chief  social  worker  as  the  coordinator  of  this  team. 
Along  with  the  social  worker,  it  was  considered  necessary  to  include 
a  vocational  counselor  on  the  team.  He  has  the  role  of  implement- 
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ing  the  patient's  job  training  or  employment,  as  well  as  providing 
for  living  arrangements  whenever  the  need  arises.  The  physicians 
and  nurses  play  a  secondary  role  in  this  team  and  act  as  con- 
sultants. 

As  described  elsewhere  in  more  detail,  this  team  focuses 
mainly  on  long-term  cases.  Through  intensive  pre-release  planning, 
remotivation  and  resocialization  activities,  the  team  members  pre- 
pare the  patient  for  returning  to  the  community. "^  They  attempt  to 
minimize  the  stress  of  release  and  provide  consultation  to  com- 
munity agencies  that  follow  the  patients  after  discharge.  This  team 
receives  referrals  by  participation  in  the  new  case  conference, 
review  conference,  physicians'  rounds,  or  informally  from  the 
patient's  therapist.  Although  some  individual  work  is  carried  out 
by  this  team,  most  of  the  release  planning  activities  are  imple- 
mented in  various  release  planning  groups,  led  by  the  social 
workers. 

Discussion 

A  paper  like  this  inevitably  raises  more  questions  than  it 
answers.  Moreover,  we  failed  to  build  an  objective  system  of 
evaluation  in  this  reorganizational  project.  Hence,  our  findings  are 
mainly  impressionistic  and  lack  adequate  hard  comparative  data. 
However,  we  believe  that  the  program  has  been  quite  successful 
and  most  of  our  objectives  have  been  achieved. 

First,  we  tried  to  identify  our  major  problems.  Our  more  appar- 
ent deficiencies  were.-  an  unsatisfactory  organizational  model  and 
poor  interprofessional  relationships;  professional  manpower  short- 
age and  poor  utilization  of  paraprofessionals  with  consequent 
unsatisfactory  patient  care;  and  lack  of  communication. 

Next,  we  hypothesized  that  the  existing  non-functional  hier- 
archical model  is  responsible  for  most  of  these  deficiencies.  We 
began  to  develop  a  more  suitable  organizational  model  and  adapt 
a  more  satisfactory  pattern  of  patient  care,  emphasizing  multi- 
disciplinary  leadership  and  open  communication. 

The  compromise  leadership-followship  style  was  developed  and 
is  well  accepted  by  the  unit  staff  as  a  more  satisfactory  mode  of 
operation.  An  individual  staff  member  can  pursue  some  of  his 
personal  interests,  but  it  is  well  understood  that  his  primary  com- 
mitment is  to  the  unit  goal;  his  main  responsibility  is  to  his  par- 
ticular team.  By  enforcing  such  a  model,  we  lost  a  few  staff  mem- 
bers who  were  not  flexible  enough  to  do  things  differently.  This 
did  not  have  any  significance  except  clearing  the  way  for  further 
progress   and   developing   unity.    Interestingly,   our   staff   turnover 
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during  the  two   past  years   has   been    less  than   the   average   in 
previous  years. 

Among  the  more  apparent  outcomes  of  our  project  is  the 
change  of  the  unit  from  a  more  custodial  system  to  a  rather 
dynamic  and  therapeutic  setting.  There  are  no  back  wards.  Every 
patient,  no  matter  how  regressed  or  chronic,  receives  individual 
attention  and  appropriate  therapies.  All  long-term  patients  are 
reviewed  and  re-evaluated  regularly,  leaving  no  room  for  "lost 
patients."  In  fact,  we  have  adapted  an  open  door  policy  and,  except 
for  two  admission  wards  each  having  10-20  patients,  no  locked 
wards  exist  on  the  unit.  Our  seclusion  and  restraint,  which  aver- 
aged 180  hours  a  month  during  the  first  year  of  operation,  has 
dropped  to  101  hours  per  month  during  the  second  year.  Our  census 
has  significantly  decreased,  and  is  shown  in  Figure  2.  We  have  had 
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Patient  Census— Northwestern  Unit  Compared  with  Remainder  of  John  Umstead 
Hospital.  Expressed  in  Percentage  of  Change  from  September,  1968. 
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a  relatively  greater  decrease  than  the  rest  of  the  hospital.  Thus, 
improving  the  staff-patient  ratio  to  1:3  by  the  end  of  the  first  year 
and  1:2  by  the  end  of  the  second  year  was  accomplished.  Interest- 
ingly, this  reduction  of  census  did  not  raise  our  admission  rate.  In 
fact,  the  admission  rate  of  500  during  1967-1968  was  decreased  to 
482  and  446,  respectively,  during  the  two  consecutive  years.  This 
reduction  of  admissions  was  not  planned,  but  might  be  related  to 
a  better  relationship  with  our  community  referral  and  follow-up 
agencies. 

No  additional  professional  staff  have  been  employed.  However, 
with  greater  use  of  sub-professionals,  the  professionals  have 
relinquished  some  of  their  traditional  activities  and  administrative 
duties.  They  have  more  time  for  distinctively  professional  patient 
care  and  supervision  of  other  staff.  In  addition  to  engaging  in 
administrative  leadership  roles,  these  subprofessionals  have  de- 
veloped therapeutic  programs  such  as  attitude  therapy,  behavior 
therapy  and  remotivation  and  resocialization  programs  with  con- 
siderable success.  Moreover,  we  have  been  able  to  free  some  time 
to  develop  an  active  in-service  training  program  in  the  unit  and 
to  build  a  mutually  gratifying  community  relationship.  Some  of 
our  professional  staff  (psychiatrists,  social  workers  and  nurses)  are 
providing  regular  consultation  and  supervision  to  community  agen- 
cies who  are  following  our  discharged  patients.  We  have  been  able 
to  help  one  of  our  counties  to  develop  and  operate  a  local  mental 
health  center  and  another  county  is  about  to  establish  one  of  its 
own.  One  of  our  more  distant  counties,  which  still  lacks  local 
mental  health  resources,  is  receiving  professional  consultation 
from  us  through  a  newly  developed  mental  health  telephone  clinic. 

As  a  whole,  a  variety  of  dynamic  programs  in  a  rather  equali- 
tarian  set-up  has  provided  a  gratifying  and  therapeutic  atmosphere. 
The  patients  respond  more  satisfactorily  and  the  staff  members 
feel  increasing  job  satisfaction.  They  appreciate  the  security  of 
belonging  to  a  successful,  deeply  meaningful  and  responsibly 
reinforcing  group. 
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Preschool  screening  can  be  helpful  in  detecting  potential 
learning  disabilities  in  children  about  to  enter  school  for  the  first 
time.*  This  conclusion  was  reached  after  screening  137  children. 

The  need  for  preschool  screening  had  been  recognized  by  staff 
early  in  the  operation  of  the  Spalding  County  Mental  Health  Clinic. 
Certain  obvious  community  factors  had  contributed  to  this  recog- 
nition, perhaps  the  most  obvious  of  these  being  the  lack  of  public 
kindergartens  in  the  community.  Though  private  kindergartens  were 
available  to  some,  many  children  were  not  exposed  to  this  kind  of 
learning  experience  because  of  the  expense  involved  and  the  lack 
of  adequate  space.  With  some  children  having  this  kind  of  experi- 
ence and  others  not,  it  was  hypothesized  that  there  would  be  a 
great  variance  in  the  individual  child's  readiness  for  school.  Finally, 
a  quick  survey  indicated  that  more  children  failed  the  first  grade 
than  any  other  specific  grade  in  the  county  school  system.  It  was 
noted  by  one  school  spokesman  that  approximately  10  percent  of 
all  children  entering  the  first  grade  had  to  repeat  the  year. 

The  need  became  even  more  apparent  from  a  clinical  view- 
point, particularly  as  the  community  began  to  use  the  clinic. 

Johnny,  a  nine-year-old,  was  brought  to  the  ch'nic  while  attending  the 
third  grade.  His  mother  stated  that  he  had  been  in  a  regular  class  but 
had  never  passed  a  subject.  Though  he  had  experienced  considerable 
difficulty,  Johnny  was  promoted  each  year  with  the  statement  being 
made  that  he  would  outgrow  his  disability.  Johnny  was  found  to  have 
a  Full  Scale   IQ  of  55  on  the  WISC. 

Sam,  a  six-year-old,  was   brought  to  the  clinic   because   he  failed  the 

first  grade.   He  was  born   in  October,  was  small   for   his  age  and  had 

not  attended  kindergarten.  For  all  practical  purposes  Sam  had  not 
been   ready  to  enter  school. 


"For  purposes  of  this  paper  a  learning  disability  is  considered  any  factor  that 
interferes  with  the  child's  appropriate   learnmg   in  school. 
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Bill,  an  eight-year-old,  was  brought  to  the  clinic  because  he  was  having 
difficulty  copying  letters  and  nunnbers  despite  his  high  IQ.  He  displayed 
gross  symptomotology  of  visual-motor  coordination  difficulty  and  was 
in  need  of  special  techniques  to  minimize  the  problem. 

In  all  three  examples  cited  it  is  highly  conceivable  that  a  sophisti- 
cated preschool  screening  program  would  have  spotted  the  diffi- 
culties, and  the  child  could  have  then  been  referred  for  major 
testing  or  evaluation. 

So,  in  retrospect,  it  seemed  in  the  beginning  that  the  need  for 
a  preschool  screening  program  resulted  from  obvious  community 
factors  and  a  constant  confrontation  with  clinical  problems  which 
might  at  least  have  been  minimized  if  diagnosed  early. 

Clinic  staff  formulated  two  major  goals  at  the  onset  of  the 
study.  The  immediate  goal  was  to  determine  if  clinic  predictions 
of  the  preschoolers'  performance  upon  entering  school  would  have 
validity.  The  second  and  more  long-range  goal  was  to  provide  the 
individual  teacher  with  information  geared  to  enhancing  the  pre- 
schoolers' adjustment  and  learning  upon  entering  school.  The 
latter  goal  could  result  in  lowering  the  first  grade  failure  rate.  This 
paper  will  only  concern  itself  with  the  more  immediate  goal. 

Method 

A  total  of  137  preschoolers  were  screened  during  the  late 
spring  and  summer  months.  This  number  included  a  class  of  25 
kindergarten  children,  72  children  enrolled  in  a  head-start  program 
for  six  weeks,  and  33  children  who  were  referred  privately  at  random 
to  the  clinic.  It  is  felt  that  this  sample  provided  the  clinic  with  an 
opportunity  to  screen  children  from  different  backgrounds. 

Children  involved  in  a  formalized  preschool  educational  pro- 
gram were  screened  within  the  schools  in  which  they  were  located. 
The  third  group  of  children  was  screened  within  the  clinic  itself. 
Though  all  preschoolers  were  tested  in  a  group  setting,  each  child 
was  treated  individually  by  the  tester. 

Parents  bringing  their  children  to  the  clinic  were  interviewed 
in  a  group  by  the  psychiatrist,  psychologist  or  social  worker.  The 
focus  of  this  interview  centered  on  the  child's  developmental  his- 
tory and  parental  observations. 

Volunteers  were  trained  to  administer  the  screening  tests 
selected  for  this  program.  The  volunteers,  all  housewives,  had  been 
involved  as  testers  in  the  clinic  for  over  two  years.  The  First  Grade 
Screening  Test,  Wide  Range  Achievement  Test,  Peabody  Picture 
Vocabulary  Test,  Draw-A-Person  Test  and  the  Slosson  Drawing 
Coordination  Test  were  used  as  screening  instruments.  These  tests 
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enabled  staff  to  screen  for  weaknesses  in  reading,  spelling,  and 
arithmetic  achievement,  visual-motor  coordination,  intelligence, 
social  and  emotional  maturity,  and  environmental  stimulation. 

In  addition  to  the  standardized  instruments,  professional  staff 
organized  social  interaction  groups  from  which  to  obtain  social  and 
emotional  responses  from  the  children  being  screened  at  that 
particular  time.  Professional  staff  also  assumed  responsibility  for 
scoring,  interpreting  the  test  results,  and  making  recommendations 
to  the  teacher. 

Screening  data  was  not  sent  to  the  first  grade  teacher  until 
after  6  weeks  of  exposure  to  the  child.  Each  teacher  having  a  child 
who  was  screened  was  asked  to  complete  a  questionnaire  pertain- 
ing to  the  child's  actual  performance  in  the  classroom.  The 
responses  to  the  questions  raised  by  this  instrument  were  "yes" 
or  "no."  Screening  data  was  not  released  to  the  teacher  until  this 
questionnaire  had  been  received. 

Provisions  for  validating  this  study  were  made.  One  method 
consisted  of  correlating  impressions  with  a  major  evaluation  which 
might  consist  of  psychological  testing  or  a  psychiatric  evaluation, 
depending  upon  the  nature  of  the  problem.  A  second  method 
involved  comparing  the  screening  data  predictions  with  the  child's 
actual  performance  in  the  classroom  upon  entering  school. 

So,  in  briefly  reviewing  the  design,  allowances  were  made  for 
screening  an  adequate  number  of  children  to  provide  a  population 
base  for  study,  insuring  that  children  from  different  backgrounds 
would  participate,  and  using  volunteers  with  adequate  support  from 
professional  staff.  This  design  also  included  provisions  for  vali- 
dating the  predictions  made  during  the  screening  process. 

Results 

Children  in  the  "head  start"  group  had  the  most  difficulty  with 
visual-motor  tasks  while  children  in  the  kindergarten  group  had 
the  most  difficulty  with  arithmetic  tasks.  Children  referred  privately 
were  seen  as  having  the  most  difficulty  with  emotional  tasks. 

After  reviewing  the  five  highest  categories  it  was  determined 
that  the  kindergarten  children  performed  with  much  less  difficulty 
in  all  areas  except  arithmetic.  Privately  referred  children  per- 
formed higher  in  all  areas  than  children  in  the  head  start  program, 

The  results  as  demonstrated  in  Table  II  give  an  implied  vali- 
dation to  the  study.  One  would  have  expected  the  groups  to  be 
ranked  in  the  order  of  kindergarten  children,  privately  referred 
children  and  "head  start"  children.  The  first  group  was  made  up 
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TABLE  I 

Potential  Problems  Found  in  137  Children  Screened 


No.  of 

No.  of 

Privately 

No.  of 

Kindergarten 

Referred 

Head  Start 

Problem   Area 

Children 

Children 

Children 

Total 

Reading 

6 

8 

30 

44 

Spelling 

3 

7 

27 

37 

Arithmetic 

7 

8 

28 

43 

Visual-Motor  Coordination 

2 

7 

40 

49 

Intelligence 

0 

0 

24 

24 

Social  Maturity 

5 

11 

34 

50 

Emotional  Maturity 

3 

13 

36 

52 

Deprivation 

0 

1 

27 

28 

Other 

.      3 

2 

5 

10 

No  Difficulty 

10 

8 

10 

28 

of  more  experienced  children,  with  a  mixture  of  experienced  and 
minimum  experienced  children  in  the  second.  The  last  group  of 
children  had  almost  no  experience  with  preschool  tasks. 

TABLE  II 

Percentage  of  Each  Group  Having  Difficulty  in  the  Five  Highest  Categories 


Problem  Area 

Head  Start 
Group 

Privately  Referred 
Group 

Kindergarten 
Group 

Visual-Motor 

55.5% 

21.1% 

8.0% 

Emotional 

50.0% 

39.3% 

12.0% 

Social 

47.2%       . 

33.3% 

25.0% 

Reading 

41.7% 

24.5% 

24.0% 

Arithmetic 

J     38.8% 

24.3% 

28.0% 

One  of  the  two  primary  validating  methods  consisted  of  follow- 
up  major  evaluations.  The  major  evaluation  consisted  of  either 
intensive  psychological  testing  or  a  psychiatric  evaluation. 

Follow-up  was  made  with  17  or  12.3%  of  the  children  studied. 
These  children  were  considered  representative  of  the  total  popu- 
lation. There  was  complete  agreement  between  the  screening  bat- 
tery and  major  evaluation  with  16  or  98.2%  of  the  children  followed 
up  in  this  manner. 
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Table 
method. 


Child 
A 
B 
C 
D 
E 
F 
G 
H 
I 

J 
K 
L 
M 
N 
0 
P 
Q 


II    indicates   the    results   of   this    particular   validating 

TABLE  III 
Follow-up  Evaluation 


Comparison  of  Findings  Between  the  Screening  Evaluation 
and  the  Major  Evaluation 


Screening  Battery 

Retarded 

Visual-Motor 

No  Problem 

Visual-Motor 

No  Problem 

Immaturity 

Retarded 

Deprived 

Visual-Motor 

Immaturity 

Retarded 

Borderline 

Visual-Motor 

No  Problem 

Borderline 

Retarded 

Retarded 


IVIajor  Evaluation 

Retarded 

Visual-Motor 

No  Problem 

Visual-Motor 

No  Problem 

Immaturity 

Retarded 

Deprived 

Visual-Motor 

Immaturity 

Retarded 

Retarded 

Visual-Motor 

No  Problem 

Borderline 

Retarded 

Retarded 


The  follow-up  study  initiated  after  the  first  report  period  added 
validity  to  the  screening  results.  Table  IV  shows  a  comparative 
analysis  of  clinic  findings  with  the  individual  child's  performance 
in  school. 


TABLE 

IV 

Coi 

mparative 

Analysis 

No.  of 

Percentage  of 

Children* 

Total 

Population 

Complete  Agreement 

65 

50.0 

Complete  Disagreement 

12 

9.2 

Partial  Agreement 

38 

29.2 

Partial  Disagreement 

1 

.8 

Other 

14 

10.8 

Total  130  100 

*Seven  children  screened  moved  from  the  community  or  were  unaccounted  for. 
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Complete  agreement  indicates  that  the  clinic's  prediction  on 
how  the  child  would  perform  in  school  was,  in  fact,  confirmed  by 
the  teacher's  follow-up  questionnaire.  Partial  agreement  indicates 
that  the  clinic  and  the  schoolteacher  recognized  that  the  child 
would  have  problems  but  did  not  completely  agree  on  the  specific 
problem  area.  Partial  disagreement  indicates  a  wide  variance  in 
opinion  on  how  the  child  performed  but  there  was  agreement  that 
the  child  would  have  problems.  Complete  disagreement  indicates 
that  the  clinic  and  the  teacher  did  not  agree  that  there  would  or 
would  not  be  problems. 

Reports  on  each  child  entering  school  were  forwarded  to  the 
respective  teacher  with  impressions  of  the  child's  strengths  and 
weaknesses.  In  addition,  recommendations  for  overcoming  the 
learning  disabilities  were  made  from  a  clinical  viewpoint. 

Three  children  screened  were  deliberately  placed  in  private 
kindergartens  to  gain  additional  experience  before  entering  school. 
Two  elementary  schools  organized  one  kindergarten,  respec- 
tively, within  the  framework  of  their  first  grades.  One  class  had  20 
students  and  the  other  had  15.  The  curriculum  was  geared  to  help- 
ing each  child  gain  experience  so  that  the  learning  problems  could 
be  minimized. 

Throughout  the  year,  clinic  staff  was  requested  by  the  indi- 
vidual teacher  to  help  her  find  more  appropriate  methods  to  reach 
the  student.  Several  children  have,  as  a  result,  been  referred  back 
to  the  clinic  for  a  more  thorough  evaluation. 

Generally,  the  preschool  screening  program  has  made  both 
teachers  and  parents  more  aware  of  the  difference  between  mental 
retardation  and  learning  disabilities.  As  a  result  of  their  increasing 
knowledge,  differential  teaching  methods  have  been  applied  to 
enhance  the  child's  learning  experience. 

Summary 

Based  on  data  collected,  there  is  little  question  that  a  preschool 
screening  program  can  be  helpful  in  detecting  potential  learning 
disabilities.  In  addition,  this  program  generated  much  professional 
and  community  interest  in  learning  to  differentiate  between  mental 
retardation  and  learning  disability.  Community  response  to  the 
initial  program  has  been  so  positive  that  the  clinic  will  continue  to 
sponsor  it. 
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RATE  VS.  VARIABILITY  AS  A  MEASURE  OF 
BEHAVIORAL  ADEQUACY  AMONG  THE  RETARDED 

Stephen  R.  Schroeder 

Clinical  Assistant  Professor  of  Psychology 
University  of  North  Carolina  and  Murdoch  Center 

A  frequently  observed  maladaptive  characteristic  of  retardates' 
performance  is  the  slowness  with  which  they  respond.  This  slowness 
is  often  manifested  on  tasks  involving  a  speed  factor,  e.g.,  in  simple 
reaction  time  to  a  stimulus,  or  choice  reaction  where  the  retardate 
is  to  choose  between  alternatives  as  quickly  as  possible,  or  on  tasks 
where  rate  (responses  per  unit  time)  is  the  relevant  measure. 

Lack  of  responsiveness  on  speed  tasks  by  the  retardate  has  been 
explained  in  a  variety  of  ways.  For  instance,  Spitz^  has  suggested 
that  the  retardate  suffers  from  an  impaired  speed  of  cortical 
integrative  processes.  Others-  have  noted  the  lack  of  attentiveness 
and  distractibility  of  the  retardate.  Another  hypothesis''  suggests 
lack  of  ability  to  inhibit  irrelevant  stimulation  as  a  key  factor. 

In  many  cases,  it  is  difficult  to  decide  which  of  these  hypotheses 
accounts  more  adequately  for  the  behavior;  for  not  only  is  the  re- 
tardate slower  to  respond,  he  is  also  less  consistent  than  normal 
in  his  performance.^  Suppose,  for  instance,  on  a  reaction  time  task 
a  retardate  displays  an  average  score  lower  than  that  of  a  normal 
person,  but  the  range  of  scores  is  nearly  the  same  for  both,  as  is 
often  the  case.  This  would  seem  to  indicate  that  under  certain  con- 
ditions the  speed  of  response  of  the  retardate  could  be  as  fast  as 
that  of  normals,  but  for  some  reason  his  average  score  is  not.  There- 
fore, the  average  score  is  not  as  much  an  accurate  measure  of  his 
speed  capability  as  it  is  of  his  consistency,  i.e.,  variability  of  re- 
sponding. In  fact,  Baumeister  and  Kellas^  have  suggested  that  re- 
tardates' variability  in  many  cases  is  a  better  description  of  their 
behavioral  adequacy  than  performance  level,  e.g.,  speed. 

The  question  then  arises  as  to  when  a  score  reflects  speed  limit 
and  when  it  reflects  consistency.  This  is  a  problem  of  both  theoreti- 
cal and  practical  significance.  Of  theoretical  significance  is  the  in- 
terpretation that  lower  speed  scores  represent  a  lower  capability 
of  the  retardate  to  respond.  On  the  practical  side,  the  variability 
hypothesis  suggests  that  the  way  to  increase  performance  output 
of  the  retardate  should  center  not  so  much  on  increasing  his  ability 
to  respond  faster,  e.g.,  shaping  the  topography  of  his  responses,  as 
on  eliminating  the  sources  of  stimulation  that  are  responsible  for 
variability,  e.g.,  distracting  environments,  etc. 
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Berkson  and  Baumeister  suggest  one  way  of  deciding  whether 
the  speed  score  reflects  true  reactiveness  or  variability  of  reaction. 
It  makes  use  of  the  well  known  relationship  between  variability  of 
performance  and  average  reaction  times  of  groups  of  individuals.  If 
the  limit  of  speed  of  individuals  in  a  group  varies  unsystematically 
over  a  series  of  trials,  then  the  means  and  standard  (deviations  of 
the  scores  of  the  group  may  be  correlated.  As  the  limit  of  speed 
is  approached,  this  correlation  is  reduced,  whereas  it  becomes 
maximum  if  reaction  time  is  largely  a  function  of  intra-individual 
variability.  Thus  if  by  changing  the  average  speed  of  performance, 
the  correlation  between  average  speed  and  variability  declines,  the 
group  can  be  assumed  to  approach  its  speed  limit;  if  the  correlation 
increases,  intra-individual  variability  is  probably  more  responsible 
for  performance  of  the  group  than  speed  limit. 

Another  way  of  testing  the  speed  level  vs.  variability  of  per- 
formance hypothesis  might  be  to  develop  a  third  measure  of  output 
and  simply  check  which  measure  correlates  more  highly  with  it.  One 
measure  could  then  be  said  to  be  more  representative  than  the 
other,  at  least  within  these  boundary  conditions. 

The  following  experiment  attempting  to  test  the  value  of  level 
vs.  variability  as  a  measure  of  retardate  performance  used  rate  as 
a  speed  measure  rather  than  reaction  time.  We  were  interested  in 
using  a  field  situation  with  objective  measures  rather  than  a  strict 
laboratory  experiment.  Also,  performance  involving  response  rates 
seemed  to  us  to  be  more  relevant  to  the  day-to-day  activities  of 
retardates  than  the  rather  specialized  reaction  time  task. 

In  addition,  the  experiment  had  immediate  practical  implica- 
tions for  our  handling  of  retardates  in  rehabilitation  programs  at 
Murdoch  Center.  The  response  variability  hypothesis  seemed  espe- 
cially pertinent  to  the  rehabilitation  of  vocational  skills  among  the 
retarded.  The  success  of  a  potential  rehabilitee  in  the  community 
depends  to  a  large  extent  on  his  ability  to  display  work  habits,  e.g., 
diligence  and  steadiness,  acceptable  to  his  employer. 

An  experimental  test  was  devised  in  the  sheltered  workshop 
at  Murdoch  Center  to  assess  the  importance  of  work  level  and  vari- 
ability to  the  successful  completion  of  specific  work  units.  Reward 
contingencies  were  manipulated  to  change  the  number  of  work  units 
completed.  Work  rate  and  variability  were  then  compared  on  their 
correlation  with  number  of  work  units. 

Method 

Subjects.  Subjects  were  four  men  and  two  women  ranging  in  age 
from  20  to  43  years  and  IQ  from  31  to  73.  Organic  involvement  in- 
cluded cardiac  condition,  congenital  syphillis,  cerebral  palsy,  epilep- 
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sy,  and  partial  paralysis.  Emotional  problems  ranged  from  mild 
depression  to  violent  tempers  and  mild  psychosis.  All  had  at  least 
two  years  of  experience  with  the  token  economy  and  the  sheltered 
workshop. 

Apparatus.  The  automatic  programming  and  recording  capabilities 
of  the  sheltered  workshop  have  been  described  in  several  other 
published  papers*''  and  will  not  be  discussed  in  detail.  Each  em- 
ployee works  at  a  workspace  with  a  feedback  panel  and  tools  wired 
to  programming  equipment  such  that  each  usage  of  his  tool  is 
recorded  automatically  by  a  numeric  printer  and  acts  as  a  signal 
for  dispensing  rewards.  Rewards  are  signaled  on  the  feedback  panel 
by  a  counter  and  flashing  light.  At  the  end  of  a  work  period  each 
subject  receives  the  number  of  tokens  tallied  on  his  counter.  These 
tokens  can  be  exchanged  for  money  or  used  to  buy  items  at  the 
workshop  store. 

Procedure.  The  reward  contingency  was  manipulated  by  changing 
the  type  of  reward  (reinforcement)  schedule.  This  parameter  was 
chosen  as  a  baseline  for  comparing  response  rate  and  variability.  It 
has  been  shown  with  animals'^  that  the  type  of  schedule  of  intermit- 
tent rewards  used  has  a  great  effect  on  response  rate. 

A  basic  distinction  involved  in  schedules  of  reward  is  ratio 
versus  interval  schedules.  With  ratio  schedules,  reward  occurs  after 
a  specified  number  of  responses;  with  interval  schedules,  reward 
occurs  at  a  specified  minimum  interval  after  the  previous  reward. 
If  rewards  occur  regularly,  the  schedule  is  called  "fixed,"  i.e.,  fixed 
interval  (Fl)  or  fixed  ratio  (FR);  if  rewards  occur  irregularly,  the 
schedule  is  called  "variable,"  i.e.,  variable  interval  (VI)  or  variable 
ratio  (VR). 

Each  of  these  four  basic  schedules  produces  a  distinctive  re- 
sponse rate  and  temporal  pattern.  With  animals  rate  and  pattern 
effects  are  quite  systematic;  with  humans  these  effects  often  differ 
more  across  individuals.  However,  patterns  for  a  particular  subject 
tend  to  be  consistent. 

First  the  subjects  worked  for  six  weeks  with  the  apparatus 
operating  to  allow  for  adaptation.  During  this  time  they  received 
standard  pay  (tokens)  for  their  work  regardless  of  their  performance 
on  the  programming  apparatus.  They  were  then  switched  from  this 
non-contingent  reward  schedule  to  a  contingent  reward  regime. 
They  were  told  that  they  would  get  tokens  only  for  working  and 
that  the  counter  on  their  contingency  panel  would  tell  them  how 
many  tokens  they  were  making.  To  make  sure  they  understood,  the 
first  session  was  spent  on  demonstration.  The  experimenter  went 
to  each  employee  giving  out  tokens  tallied  by  the  counter,  then 
questioning  the  employee  as  to  how  "the  thing"  worked.  All  subjects 
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readily  understood  the  system  after  15  minutes  of  practice.  Tokens 
were  then  given  only  at  the  end  of  a  session. 

Each  employee  was  given  each  reward  schedule  (Fl,  FR,  VI, 
VR)  for  ten  one-hour  sessions.  Two  subjects  did  not  work  with  ratio 
schedules.  One  was  placed  in  another  job  on  campus;  the  other 
subject  had  to  switch  jobs  in  the  sheltered  workshop  to  meet  pro- 
duction schedules.  Otherwise,  each  subject  used  the  same  work- 
space, tools,  and  job  for  the  duration  of  the  experiment. 

Three  response  measures  were  recorded:  (1)  work  responses, 
i.e.,  each  usage  of  the  tools,  which  operated  the  lights  and  counters 
on  the  contingency  panel;  (2)  duration  of  pauses  between  each  tool 
usage;  and  (3)  work  units,  e.g.,  number  of  wires  stripped,  items 
soldered,  etc. 

Results 

Effect  of  Reward  Schedules.  Different  reward  schedules  had 
strong  effects  on  response  rates  and  work  units  completed  for  each 
individual.  In  many  cases  one  schedule  yielded  twice  as  much  out- 
put as  another.  Subjects  also  differed  greatly  from  one  another  in 
their  response  patterns,  but  displayed  consistency  in  their  responses 
to  different  schedules.  Response  output  was  closely  linked  to  the 
rewards  obtained,  but  in  many  cases  obtained  rates  bore  little  re- 
lation to  programmed  reward  rates.  These  results  were  similar  to 
those  found  in  previous  operant  research  with  retardates. 

Comparison  of  Response  Rate  and  Variability.  The  question  was 
asked:  which  measure  is  more  closely  related  to  the  total  work  units 
completed — response  rate  (responses  per  unit  time)  or  response 
variability  (frequency  distribution  of  pauses  between  responses)? 
To  derive  an  index  of  variability  to  compare  with  response  rate,  the 
duration  of  pause  between  each  response  (interresponse  time  or 
IRT)  of  each  of  ten  time-frames  (1-10  sees.,  11-20  sees.,  etc.)  were 
recorded  on  different  columns  of  a  numeric  printer.  At  the  end  of 
each  session  the  number  of  IRT's  falling  into  each  category  (e.g., 
all  pauses  of  10  sees,  or  less,  11-20  sees.,  etc.)  were  tabulated  and 
a  frequency  distribution  of  IRT's  was  constructed.  From  this  dis- 
tribution the  average  deviation  of  IRT's  from  the  mean  IRT  for  that 
distribution  then  served  as  its  index  of  IRT  variability. 

Pearson  r  correlation  coefficients  comparing  the  IRT  variability 
and  work  units  of  each  session  for  each  subject  were  then  obtained. 
This  correlation  was  — .48.  Thus  increased  work  units  were  related 
to  decreased  variability  as  was  expected.  A  similar  correlation  com- 
paring response  rate  and  work  units  yielded  a  positive  coefficient 
of  .45,  also  in  the  expected  direction,  but  nearly  identical  in  degree 
to  the  variability  measure.  Finally,  a  correlation  between  response 
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rate  and  variability  yielded  a  negative  coefficient  of  — .89,  much 
higher  than  the  other  two  coefficients. 

It  thus  appears  that  response  rate  and  variability  are  linked 
measures,  as  is  often  the  case  in  operant  research.  As  response 
rate  increases,  the  range  of  the  distribution  of  interresponse  times 
is  restricted.  One  measure  cannot  be  said  to  yield  any  more  informa- 
tion than  the  other. 

Variability  and  Speed  Limit.  The  subjects  in  the  present  experiment 
worked  at  rates  well  below  their  physical  capabilities  most  of  the 
time.  This  could  be  seen  at  a  glance  from  the  tremendous  fluctua- 
tions in  their  daily  work  records.  If  the  Berkson  and  Baumeister 
notions  for  reaction  time  hold  for  the  rate  measure  in  the  present 
case,  the  outputs  of  the  present  subjects  should  reflect  speed  limit 
less  than  variability  of  performance.  Therefore,  for  different  work 
rates  a  change  in  the  correlation  between  work  rate  and  IRT  vari- 
ability should  result.  With  higher  work  rates  there  should  be  a  lower 
correlation  between  rate  and  variability  than  at  low  rates. 

To  test  this  hypothesis  the  reward  schedules  of  each  individual 
were  ranked  from  high  to  low  according  to  the  work  rates  they  pro- 
duced. The  work  rates  and  IRT  variabilities  of  all  sessions  of  all 
individuals  were  correlated  for  each  rank.  The  correlations  between 
work  rate  and  variability  for  each  rank  from  highest  to  lowest  were 
—.98,  — .87,  — .97,  — .76  respectively.  It  can  be  seen  that  there  is 
no  systematic  trend  across  ranks.  Furthermore,  the  correlation  co- 
efficients are  uniformly  high,  just  the  opposite  of  what  would  be 
expected  if  they  were  to  reflect  the  influence  of  variability. 

It  therefore  does  not  appear  that  the  Berkson-Baumeister  ex- 
planation for  reaction  time  variability  holds  for  the  rate  measure 
in  the  present  experiment.  The  reasons  for  this  are  unclear.  One 
likely  reason  is  that  the  range  of  speed  times  in  the  present  experi- 
ment is  much  larger  (0-900  sees.)  than  that  usually  considered  in 
reaction  time  studies  (0-1  sec).  We  may,  therefore,  be  investigating  a 
different  part  of  the  speed  continuum.  If  this  is  the  case,  the  present 
experiment  places  a  restriction  on  the  data  to  which  the  Berkson- 
Baumeister  explanation  is  applicable,  i.e.,  only  reaction  time  and 
not  other  speed  measures. 

Discussion 

It  should  be  noted  that  the  above  statements  apply  only  to  rate 
as  a  performance  measure.  Variability  may  be  a  relevant  measure  of 
learning  in  the  retarded.  Karrer-'  has  shown  also  that  variability 
is  meaningful  in  studies  of  physiological  activation.  The  subjects  in 
the  present  experiment  all  had  the  required  skills  in  their  repertoire 
and  had  been  performing  them  for  at  least  two  years. 
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The  data  of  the  present  experiment  and  several  others  we  have 
conducted  which  change  output  by  manipulating  reward  contingen- 
cies suggest  that  variability  is  not  a  better  measure  of  performance 
of  retardates  than  response  rate.  In  fact,  it  appears  that  variability 
is  closely  linked  to  rate  in  that,  whenever  the  rate  increases,  range 
of  variability  scores  is  restricted,  although  this  need  not  have  been 
the  case.  Rate  and  variability  in  the  present  experiment  could  have 
behaved  independently  since  speed  limits  were  not  implicated  in 
subjects'  performance. 

The  usefulness  and  generality  of  variability  as  a  measure  of 
retardate  performance  has  been  restricted  by  the  present  experi- 
ment. In  terms  of  final  output,  e.g.,  work  units  completed,  it  appears 
that  the  relevant  parameters  are  those  that  manipulate  the  reward 
contingencies,  i.e.,  reward  amount,  frequency,  and  type  of  reward 
schedule  irrespective  of  whether  the  measure  chosen  is  level  or 
variability.  In  this  respect,  it  would  seem  that  rate  is  a  better  mea- 
sure since  it  is  more  direct,  more  easily  calculable,  and  easier  to 
interpret. 

The  above  interpretation  also  coincides  with  our  clinical  ob- 
servations of  sheltered  workshop  behavior.  If  a  client's  output  is  low 
and  highly  variable,  the  more  efficient  way  to  increase  output  is  to 
find  an  effective  reward  he  will  work  for  and  then  administer  it 
systematically  contingent  upon  appropriate  work  behavior.  Concen- 
tration on  eliminating  pauses,  e.g.,  admonishments  to  wake  up,  get 
to  work,  etc.,  are  relatively  ineffective.  The  subject  adapts  to  them 
quickly  and  even  works  less  in  the  face  of  reprimands.  If,  on  the 
other  hand,  rich  rewards  and  interest  in  the  job  are  fostered,  output 
increases  and  variability  drops  out  automatically. 

There  is  also  a  broader  implication  for  work  behavior  of  re- 
tardates in  all  situations.  An  implicitly  held  tenet  of  work  perform- 
ance seems  to  be  that  steadiness  and  docility  are  cardinal  virtues, 
when  in  fact  this  ignores  individual  differences  in  work  efficiency 
patterns.  It  has  been  our  experience  that  steadiness  bears  a  rela- 
tion to  output  only  in  the  broadest  terms,  e.g.,  when  a  client  naps 
up  to  50%  of  the  time.  Many  of  our  clients  who  work  in  short,  fast 
spurts  complete  as  many  or  more  work  units  than  the  so-called 
steady  workers.  Steadiness  need  not  reflect  efficiency.  The  lesson 
of  the  present  experiment  then  seems  to  be  that  encouraging  a 
client  to  keep  his  nose  to  the  grindstone  usually  results  in  a  sore 
head,  whereas  giving  him  a  rich  reward  for  appropriate  behavior 
increases  his  output  and  reduces  variability  incidentally. 

SUMMARY 

In  tests  of  retardates'  performance  where  speed  is  a  factor,  it 
has  often  been  suggested  that  consistency  is  as  strong  a  determi- 
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nant  of  performance  as  an  individual's  speed  limit.  However,  this  did 
not  prove  to  be  true  with  work  rates  of  retardates  in  a  sheltered 
workshop  setting.  Rate  variability  was  linked  to  rate  level  by  restric- 
tions on  the  range  of  pause  lengths  between  work  responses.  This 
result  questions  the  utility  of  emphasizing  steadiness  of  work  out- 
puts in  rehabilitation  programs. 

Note:  This  research  was  supported  by  grants  from  the  North  Carolina  Depart- 
ment of  Mental  Health  and  the  Faculty  Research  Council  of  the  University 
of  North  Carolina.  Thanks  are  due  to  Mrs.  Carol  Wyatt  and  Mr.  Edward  Latta, 
workshop  supervisors,  for  cooperation   in  this  research. 
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RECREATION  IN  THE  BOARDING  HOMES 
OF  JOHNSTON  COUNTY 

Charles  Spiron 

Recreation  Therapist 
Johnston  County  Unit 
.   Dorothea  Dix  Hospital 


Introduction 

The  purpose  of  this  paper  is  to  show  how  a  basic  program  in 
recreation  can  brighten  and  enrich  the  lives  of  persons  in  the  board- 
ing homes  throughout  Johnston  County.  I  also  hope  to  show  how 
such  a  program  could  be  established  and  continued  without  the 
burdens  of  an  elaborate  budget. 

Recreation  therapy  in  boarding  homes  is  a  relatively  new  con- 
cept in  the  recreation  field.  Until  a  few  years  ago,  boarding  homes 
were  expected  to  provide  only  the  basics  of  life — food,  clothing  and 
shelter.  Now  that  concept  has  changed.  The  modern  boarding  home 
provides  its  residents  with  a  total  environment.  Programs  are 
planned,  activities  and  total  participation  are  encouraged,  with  the 
result  that  new-found  spirit  in  the  elderly  residents  has  emerged. 

Many  may  ask,  "Is  there  really  a  need  for  recreation  in  the 
boarding  home  situation?"  The  answer  is  a  definite  yes.  Since  im- 
proved medical  science  has  lengthened  human  life,  the  over  65  age 
group  (most  residents  fall  within  this  group)  can  no  longer  be  dis- 
missed or  ignored.  This  age  group  now  numbers  over  17,000,000  in 
our  country  and  grows  greater  every  year. 

An  accurate  account  of  exactly  how  many  of  today's  boarding 
home  residents  fail  in  the  category  is  not  available.  However,  it  is 
obvious  there  is  a  real  need  to  work  with  these  people. 

Also,  one  must  consider  the  residents  in  the  under  65  age 
group.  These  people  are  in  boarding  homes  for  a  number  of 
reasons.  One  of  the  most  common  is  a  lack  of  motivation.  Recrea- 
tion can  provide,  in  many  cases,  the  motivation  necessary  to  help 
resocialize  the  individual  and  reintegrate  him  to  the  community. 

The  modern  boarding  home  has  made  great  strides  in  areas 
such  as  medical  care,  diets  and  physical  therapy.  Now  is  the  time 
to  include  recreation  as  a  necessary  part  of  total  care.  Our  board- 
ing home  residents  do  need  recreation  and  there  are  ways  in  which 
suitable  programs  can  be  arranged  for  them. 
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People  cannot  be  forced  to  participate  in  recreational  programs, 
and  they  must  not  be  made  to  take  part  simply  because  it  is  good 
for  them.  From  the  beginning,  it  should  be  realized  that  recreation 
provides  an  opportunity  to  learn  new  skills.  As  in  all  activities  some 
learn  slower  than  others.  Therefore,  the  program  should  be  designed 
so  that  each  individual  can  progress  at  his  own  pace.  Too  often 
when  someone  attempts  a  new  activity  there  is  some  reluctance 
because  of  the  fear  of  making  a  mistake.  Thus,  a  great  deal  of 
encouragement  is  required.  In  beginning  a  program,  the  primary 
objective  is  for  everyone  involved  to  realize  that  play  is  just  as  re- 
spectable and  dignified  as  work. 

Recreation  may  be  defined  as  an  enrichment  of  living  rather 
than  an  escape  from  living.  One  person  participates  in  order  to  be 
part  of  the  group,  in  order  to  have  fun.  For  others,  recreation  means 
companionship. 

One  of  the  benefits  of  recreation  is  that  it  draws  persons  into 
social  activity.  Older  residents  and  those  with  personal  problems 
tend  to  withdraw,  to  become  more  and  more  concerned  with  their 
own  ailments.  If  they  are  not  encouraged  to  join  the  social  group, 
they  will  sit  and  stare  into  space  or  they  will  think  of  things  to  get 
the  aides  to  do  for  them. 

Many  of  our  boarding  home  residents  are  lonely,  unhappy  and 
friendless.  They  are  lonely  because  they  have  been  separated  from 
their  homes  and  friends.  They  are  unhappy  because  they  have  little 
to  care  about,  little  to  care  for  and  little  to  do.  Our  residents  need 
self-respect.  They  must  be  made  to  feel  useful.  Their  minds  must 
keep  busy  so  as  to  stay  alert  and  maintain  efficiency.  This  is  the 
challenge  of  recreation. 

Everyone,  young  or  old,  needs  time  for  relaxation.  The  residents 
of  our  boarding  homes  need  desperately  to  have  the  opportunity 
for  recreation  made  available  for  them.  They  can  enjoy  and  receive 
benefits  from  a  varied  program  of  music,  arts  and  crafts,  games, 
parties,  discussion  groups,  movies,  entertainment  and  puzzles  of 
all  types.  Games  and  puzzles  as  well  as  arts  and  crafts  can  refresh 
the  mind,  enrich  the  spirit  and  renew  the  individual's  zest  for  living. 

Now  let  us  go  on  and  see  how  we  can  accomplish  some  of  the 
objectives  we  have  established. 

Program  Goals 

When  beginning  any  new  program  the  first  order  of  business 
is  to  establish  program  goals.  In  other  words,  "What  can  we  hope 
to  accomplish  in  a  recreation  program  for  our  residents?"  I  have 
listed  below  some  of  the  goals  that  can  be  established  and  reached. 
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I  am  sure  there  are  many  more  but  these  are  meant  to  serve  only 
as  a  guideline. 

1.  The  program  should  reach  all  residents  of  the  boarding  home 
and  should  encourage  the  participation  of  everyone. 

2.  It  should  bring  out  the  abilities  of  each  individual,  create 
self-confidence  and  promote  self-expression. 

3.  The  activities  provided  by  the  program  should  be  suitable 
for  the  participants  and  interesting  and  stimulating  for  them. 

4.  Participation  should  be  voluntary  though  all  should  be  en- 
couraged to  join  in. 

5.  A  home-like  atmosphere  must  be  created  and  sustained  by 
the  recreation  activity. 

6.  The  recreation  program  should  reach  the  community,  bring- 
ing residents  into  contact  with  what  is  going  on  outside  the 
boarding  home. 

7.  The  program  should  be  such  that  it  will  encourage  volun- 
teers to  support  and  aid  the  boarding  homes. 

8.  Recreation  should  provide  a  medium  where  young  and  old 
can  work  and  participate  together  in  a  mutual  activity. 

Program   Possibilities 

The  great  range  of  interest  of  our  many  residents  is  a  very 
broad  base  on  which  to  institute  a  program.  Obviously,  this  means 
there  are  unlimited  possibilities  for  recreation  programs.  Of  course, 
each  individual  boarding  home  must  take  into  account  its  own 
residents  and  create  a  program  that  will  best  meet  the  goals  and 
objectives  of  that  particular  program. 

While  there  are  many  variations,  there  are  five  basic  kinds  of 
activities  for  recreation  programs  in  the  boarding  home  situation. 
These  are:  social,  religious,  educational,  music,  craft  and  service. 
I  will  now  attempt  to  take  each  of  these  activities  individually  and 
elaborate  on  programs  in  each  area  that  might  be  developed. 

A.  Social   Activities 

Everyone  loves  a  party!  Games,  singing  and  simple  refreshments 
can  make  a  memorable  day  for  the  entire  boarding  home.  Preparing 
for  the  party  and  talking  about  it  afterwards  can  be  a  center  of 
interest  for  weeks. 

An  occasion  for  a  party  is  easy  to  find.  It  may  be  a  holiday,  the 
changing  seasons  of  the  year,  a  birthday  or  some  other  special  event. 

One  of  the  most  rewarding  activities  that  can  be  held  is  the 
monthly  birthday  party.  Usually  a  party  is  given  once  a  month  to 
celebrate  the  birthdays  of  ail  the  residents  who  were  born  in  that 
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particular  month.  What  could  make  anyone  happier  than  for  some- 
one to  remember  his  birthday?  This  is  one  of  my  most  successful 
activities  here  at  the  hospital  and  yet  planning  and  conducting  the 
party  is  a  simple  matter. 

Simple  activities  conducted  with  kindness  and  graciousness 
are  the  most  enjoyed.  The  leader  should  have  understanding  and 
love  for  the  people  he  is  working  with.  The  party  should  be  gay 
and  inspiring.  Card  games,  dancing,  puzzles  and  dramatics  can  be 
a  great  delight  to  all  at  one  of  these  parties.  Most  important  is  not 
to  exclude  anyone  from  an  activity.  There  are  many  games  which  can 
be  played  in  many  different  ways  so  as  to  include  even  the  most 
inactive  resident. 

The  entire  home  can  also  take  part  in  preparing  for  the  party. 
For  example,  during  craft  sessions  birthday  cards  and  decorations 
can  be  made.  Also  the  residents  can  prepare  the  refreshments  by 
making  punch  or  baking  cookies.  You  should  encourage  the  resi- 
dents to  do  as  much  as  possible.  Let  them  give  each  other  parties. 
By  taking  this  attitude  the  leader  promotes  creative  thinking,  en- 
courages the  resident  to  be  an  organizer  and  gives  everyone  a  true 
sense  of  responsibility. 

So  now  we  have  decided  the  parties  would  be  fun  for  everyone, 
but  money  just  is  not  available  with  our  small  budget.  What  to  do? 

Community  resources  are  always  available.  Do  not  hesitate  to 
tap  those  resources.  There  are  groups  and  individuals  throughout 
Johnston  County  who  would  be  glad  to  assist  in  planning,  providing 
entertainment,  helping  with  refreshments,  and  assisting  the  leader 
in  conducting  the  party.  Some  of  the  groups  that  could  be  contacted 
are  women's  clubs,  church  groups,  girl  scouts,  boy  scouts,  high 
school  clubs  and  other  civic  groups.  Also  it  is  good  to  keep  the  city 
recreation  department  in  mind.  They  are  constantly  in  contact  with 
individuals  who  would  be  willing  to  give  their  time  to  a  worthy  com- 
munity program. 

The  following  is  a  list  of  social  activities  that  have  been  very 
successful  here  at  the  hospital  and  at  boarding  homes  throughout 
the  state: 

travel  talks  playing  records 

group  singing  small  games 

birthday  parties  special  events  parties 

weekly  newsletters  movies  and  slides 

church  services  outside  entertainment 

bingo  reading 

letter  writing  poetry — reading  and  writing 

group  discussions  rhythm  bands 

table  games  group  walks 
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B.  Religious  Activities 

Programs  of  religious  worship  and  study  are  a  great  comfort 
to  boarding  home  residents  and  should  be  encouraged.  In  many 
instances  local  ministerial  associations  are  willing  to  work  very 
closely  with  boarding  homes.  Usually  the  association  will  set  up  an 
annual  schedule  and  assign  ministers  or  others  to  conduct  Sunday 
School  or  short  Sunday  devotions  at  these  homes.  You  may  find 
that  one  of  the  residents  would  be  willing  to  lead  Bible  study  and 
scripture  reading. 

It  is  easy  to  see  that  these  activities  keep  the  older  persons 
mentally  alert  as  well  as  giving  spiritual  security.  One  aim  of  reli- 
gious programs  must  be  to  draw  residents  into  active  participation. 
It  would  be  interesting  to  see  how  many  visitors  could  be  led  to 
visit  with  handicapped  and  bed-ridden  residents  and  hold  a  short 
prayer  service  with  them. 

C.  Educational  Activities 

There  is  no  age  limit  on  learning.  One  of  the  most  effective 
ways  to  draw  someone  into  group  activities  can  be  a  discussion  ses- 
sion in  which  participants  share  their  knowledge  and  opinions.  The 
choice  of  subjects  can  be  wide,  ranging  from  books  and  art  to 
geography  and  travel  to  current  events. 

The  leader  can  begin  by  examining  the  educational  background 
and  interest  of  each  of  the  residents.  Once  the  residents  realize 
the  interest  being  taken  in  them,  they  will  usually  make  an  effort 
to  communicate  more  readily  with  the  leader  and  others.  They 
should  be  encouraged  to  express  their  ideas  in  their  own  way  and 
show  individuality. 

Once  this  has  been  accomplished  the  leader  can  then  set  up 
interest  groups  with  those  of  similar  interest  and  mental  abilities 
being  grouped  together.  A  group  must  be  congenial  and  free  of 
tendencies  to  argue  in  order  to  be  successful. 

North  Carolina  can  be  a  perfect  starting  point  for  such  groups. 
Many  fine  films,  both  interesting  and  educational,  can  be  obtained 
free  of  charge. 

Boarding  home  residents,  just  as  the  rest  of  us,  need  to  keep 
mentally  alert  by  following  current  events.  A  discussion  of  the  news 
can  be  stimulating  with  each  person  contributing  what  he  has  heard 
or  seen  on  television,  the  radio,  the  newspapers  and  magazines.  It 
is  also  an  excellent  idea  to  encourage  the  residents  themselves  to 
assist  with  this  program. 

D.  Music   Activities 

Music  can  be  a  part  of  all  the  recreation  programs  in  a  boarding 
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home.  Songs  and  dances  at  parties,  hymns  for  religious  services, 
music  as  a  subject  for  discussion  groups,  and  playing  a  simple 
musical  instrument  or  singing  can  be  as  satisfying  as  work  in  any 
craft. 

For  many  boarding  home  residents,  music  will  be  the  most 
interesting  part  of  the  program.  Many  who  might  not  respond  to 
other  activities  will  be  drawn  into  musical  events,  whether  by  actual 
singing  or  playing,  or  just  listening. 

Music  has  been  used  as  a  therapy  in  our  hospital  with  great 
success,  because  even  the  very  sick  can  participate  to  a  certain 
degree  through  listening.  At  times  even  the  most  withdrawn  person 
can  be  seen  tapping  his  foot  or  nodding  his  head  in  time  with  the 
music's  rhythm. 

Group  singing  is  very  popular.  Older  people  usually  begin  by 
singing  religious  songs  and  tunes  that  were  popular  in  their  day. 
They  may  even  work  up  to  trying  a  current  song  they  have  heard 
on  the  radio  or  television.  Recently,  I  had  a  group  out  for  a  bus  ride 
and  they  were  singing  some  old  favorites  when  one  elderly  gentle- 
man of  86,  who  never  participates  in  any  other  activities,  suddenly 
began  singing  away  and  provided  us  all  with  a  great  rendition  of 
some  of  the  old  country  favorites.  This  is  a  classic  example  for  until 
he  began  singing,  I  would  have  never  thought  he  was  aware  of  what 
the  others  were  doing. 

Rhythm  bands  are  another  excellent  way  to  get  a  group  to 
actually  participate  in  music.  It  is  good  if  someone  can  play  the 
piano.  However  the  same  results  can  be  accomplished  by  the  use 
of  a  record  player  or  even  the  radio.  Songs  with  a  definite  beat, 
such  as  marches,  are  usually  best.  Once  the  beat  is  established 
everyone  can  join  in  and  keep  time  with  the  music.  This  is  an 
excellent  activity  for  a  handicapped  or  bed-ridden  resident  since 
a  portable  record  player  could  be  used  and  the  band  moved  from 
area  to  area. 

Good  music  is  very  relaxing  and  entertaining  and  when  applied 
to  an  activities  program  can  be  used  in  an  unlimited  number  of 
ways. 

E.  Crafts  and   Creative  Activities 

Completing  a  craft  project,  which  is  simply  "making  some- 
thing," gives  the  individual  the  greatest  opportunity  for  self-expres- 
sion that  I  can  imagine.  It  can  be  a  simple  object  such  as  a  pot 
holder;  or  it  can  be  more  elaborate  and  detailed  such  as  knitting  a 
sweater.  The  reward  in  completing  the  project  is  the  same. 

Creative  activities  are  especially  important  in  a  recreation  pro- 
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gram  for  a  boarding  home  resident.  Nearly  all  of  these  people  grew 
up  in  a  society  where  the  puritan  work  ethic  was  law — a  society  in 
which  everyone  worked  hard,  where  hard  work  was  regarded  as 
good  and  respectable  and  play  as  worthless  and  childish. 

Today  those  ethics  have  changed.  No  longer  is  play  to  be  con- 
sidered an  idle  waste  of  time.  We  now  live  in  a  society  that  realizes 
play  is  an  essential  part  of  life.  Our  residents  no  longer  work,  there- 
fore, recreation  offers  the  only  means  of  motivation,  creativity  and 
self-fulfillment  left  to  the  resident  of  the  home.  Every  person  must 
have  a  rationale  for  his  existence.  Recreation  ca/i  and  does  offer 
that  rationale. 

When  conducting  a  craft  program,  remember  to  keep  the  initial 
efforts  simple.  Tasks  which  can  be  completed  in  a  short  while  are 
best,  since  most  people  will  be  anxious  to  see  results  in  what  they 
are  making  and  may  become  discouraged  if  the  work  is  too  difficult 
or  takes  too  long. 

The  following  is  a  short  list  of  only  a  few  of  the  craft  activities 
that  could  be  started: 

Sewing  Oil  painting 

Ceramics  ^  Knitting 

Weaving  Plaster  of  Paris 

Crochet        ~  Mosaic  tile  work 

Wood  crafts  Leather  crafts 

Water  colors  Soap  carving 

Drawing  Finger  painting 

Embroidery  Quilting 

Pottery  Clay  modeling 

F.  Service  Projects 

Older  persons  is  a  boarding  home  need  to  feel  a  part  of  the 
community.  It  is  important  that  they  keep  in  touch  with  events 
outside  the  home. 

One  valuable  way  to  accomplish  this  is  through  community 
service  projects.  Residents  who  are  able  to  do  so  can  stuff  envelopes 
or  stick  stamps  on  addressed  letters.  Oftentimes  these  projects  can 
be  a  real  help  to  a  volunteer  community  service  agency.  The  United 
Fund,  the  Red  Cross,  Heart  Association,  National  Foundation  and 
many  other  organizations  may  cooperate  in  such  a  project. 

The  important  results  of  service  activities  are  that  the  residents 
feel  they  are  still  useful  and  needed.  Sometimes  the  tragedy  of 
growing  old  is  to  feel  one  no  longer  serves  any  real  purpose.  Some 
task,  however  simple,  can  be  important  in  keeping  self-respect. 
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SUMMARY  AND  RECOMMENDATIONS 

In  the  preceding  pages  I  have  attempted  to  show  why  a  recrea- 
tion program  is  not  only  desirable  in  our  boarding  homes,  but  a 
necessary  and  essential  part  of  the  total  care  of  the  resident.  In 
any  new  program  there  must  be  a  justification  for  beginning.  I  feel 
that  the  justification  is  ob\/ious— to  make  every  attempt  to  provide 
our  residents  with  an  avenue  for  happiness,  self-expression,  feelings 
of  accomplishment  and  a  means  to  a  fuller  and  richer  life. 

How  can  we  begin?  Obviously  the  first  question  is,  "Who  will 
start  the  program  and  see  that  it  continues?"  There  are  four  possi- 
bilities: the  full-time  recreation  worker,  the  part-time  recreation 
worker,  volunteers  and  a  recreation  consultant. 

Because  of  the  tight  budget  squeeze  on  boarding  homes, 
the  first  two  alternatives  are  a  long  way  in  the  future.  This  leaves 
us  with  two  sources,  the  community  volunteers  and  a  recreation 
consultant.  I  will  now  attempt  to  describe  the  situation  of  each  of 
these  sources  and  opportunities  that  each  may  offer. 

Volunteers  are  usually  individuals  or  groups  of  concerned 
citizens  who  are  willing  to  donate  some  of  their  time  to  a  worthy 
project.  I  have  previously  stated  some  of  the  various  possibilities 
ifor  organizing  volunteers,  and  all  possibilities  should  be  explored. 

■  A  simple,  basic  program  of  recreation  for  the  residents  can 

easily  be  conducted  with  volunteer  assistance.  Of  course,  the  lead- 
ership in  organizing  the  program  must  be  given  by  someone  with 
training  in  recreation,  usually  a  recreation  consultant. 

I  It  is   important  that  the   home   administrator  and   recreation 

consultant  meet  with  the  volunteers  to  let  them  know  the  kind  of 
help  that  is  needed.  Then  a  schedule  must  be  set  and  followed  if 
results  are  to  be  achieved. 

A  careful  screening  of  volunteers  is  important.  It  is  essential 
that  the  volunteers  selected  be  truly  interested  in  people  and  be 
sincere  and  dedicated  in  their  work. 

Recreation  consultants  are  usually  trained  personnel  in  recrea- 
tion that  come  in  to  initiate  the  program  and  help  train  staff  mem- 
bers in  carrying  it  out.  After  establishing  the  program  the  consul- 
tant then  returns  periodically  to  offer  assistance,  answer  questions, 
and  give  guidance  in  any  new  programs  that  the  home  may  want 
to  institute. 

With  this  type  of  program  the  individual  homes  could  conduct 
an  excellent  recreation  program  with  their  present  staff  and  still 
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have  the  benefit  of  a  professional  any  time  a  question  or  problem 
arises. 

The  field  of  recreation  is  growing  by  leaps  and  bounds.  In  1970 
in  the  United  States  out  of  every  ten  dollars  made  by  Americans, 
one  dollar  was  spent  on  some  form  of  recreation.  Recreation  is  for 
everyone;  there  should  be  no  exceptions. 

Boarding  home  care  has  also  advanced  at  a  tremendous  pace. 
Along  with  this  growth  has  come  new  ideas  and  a  new  philosophy — 
a  philosophy  of  total  care.  With  this  philosophy  in  mind,  can  we 
overlook  one  of  the  most  essential  parts  of  American  life?  The  time 
is  now.  We  must  each  commit  ourselves  to  make  every  effort  to  pro- 
vide in  every  way  as  full  and  as  rich  a  life  as  is  possible  for  each 
of  our  residents. 
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It  has  generally  been  accepted  that  emotional  disorders  inter- 
fere with  a  person's  overt  performance  as  well  as  his  effective  ad- 
justment. Opinions  vary,  however,  regarding  the  areas  of  interfer- 
ence and  degree  of  problem  experienced.  Reiff  and  Scribner''  noted, 
for  example,  that  there  is  no  simple  or  necessary  relationship  be- 
tween psychiatric  illness  and  the  ability  to  work.  Other  studies,  on 
the  other  hand,  have  reported  evidence  of  impaired  functioning. 
Several  investigators  have  reported  individuals  with  schizophrenia 
tend  to  experience  impaired  functioning  in  abstract  areas.-'^  This 
type  of  impairment  could  be  expected  to  interfere  with  overt  func- 
tioning in  certain  areas,  such  as  an  educational  setting  or  certain 
occupations.  There  is  some  evidence  that  emotional  disorders  have 
differential  impact  on  different  areas  of  functioning.  Kris^  studied 
the  vocational  and  social  adjustment  problems  experienced  by  100 
released  mental  patients.  She  found  that  approximately  20%  ex- 
perienced vocational  problems  severe  enough  to  warrant  referral 
to  vocational  rehabilitation.  The  study  reported  that  a  surprising 
number  of  patients  were  able  to  find  employment  and  adjust  to  the 
work  situation  on  their  own.  Kris  noted,  however,  that  72%  ex- 
perienced unsatisfactory  social  and  family  adjustment  during  the 
first  year. 

Another  study  examined  the  vocational  and  social  adjustment 
of  discharged  mental  patients  three  years  later.^  Using  an  adapta- 
tion of  the  Barrabee-Finesinger  Social  Adjustment  Scale,  the  study 
identified  several  problem  areas.  The  occupational  adjustment  was 
rated  as  "acceptable;"  the  economic  score,  which  reflected  income 
more  than  adjustment,  however,  was  rated  less  than  "barely  ade- 
quate." A  similar  finding  emerged  in  the  social  area.  Family  ad- 
justment was  rated  as  "barely  adequate"  while  community  adjust- 
ment was  rated  less  than  'barely  adequate." 
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These  studies  indicate  that  emotional  disorders  do  interfere 
with  functioning,  with  perhaps  more  interference  in  certain  areas. 
This  study  sought  to  obtain  information  regarding  the  relative  im- 
pact of  emotional  disorders  when  compared  to  other  disabilities  in 
the  vocational,  educational  and  social  areas  of  functioning. 

Methods  and  Procedures 

It  was  considered  that  a  relevant  assessment  of  handicapping 
impact  could  be  made  by  having  experienced  rehabilitation  person- 
nel rank  some  common  disabling  conditions  according  to  the  severi- 
ty of  handicap  they  perceived  these  conditions  present  in  vocational, 
educational  and  social  areas.  The  rehabilitation  counselor  works 
with  a  variety  of  disabilities  which  interfere  with  functioning  in 
pertinent  areas.  The  assessment  of  perceived  handicap  was  made 
by  having  rehabilitation  counselors  and  supervisors  rank  nine  gen- 
eral disabling  conditions  (including  emotional  disorders)  according 
to  the  severity  of  their  handicap  on  the  vocational,  educational,  and 
social  areas  of  functioning. 

Questionnaires  were  sent  to  150  randomly  selected  rehabilita- 
tion counselors  and  supervisors  in  the  state  of  North  Carolina.  The 
questionnaire  was  structured  as  to  separately  obtain  rankings  of 
the  respondents'  perception  of  (1)  vocational  handicap,  (2)  educa- 
tional handicap,  and  (3)  social  handicap  that  each  of  the  following 
nine  conditions  present  to  the  individual: 

Emotional  Disorders  (schizophrenia,  etc.) 

Respiratory  Disorders  (chronic  emphysema,  etc.) 

Spinal  Cord  Injury  or  Disease  (paraplegia,  etc.) 

Mental  Retardation  (WAIS  below  75) 

Bone,  Joint,  and  Muscle  Disorders  (arthritis,  etc.) 

Hearing  Loss  (profound  impairment  in  speech  frequencies) 

Heart  and  Blood  Vessel  Disease  (grade  2B) 

Visual  Loss  (20/200  in  better  eye) 

Amputations  (in  one  arm  or  one  leg) 

The  above  nine  conditions  were  selected  as  they  are  representa- 
tive of  broad  disability  groups  with  which  rehabilitation  counselors 
are  concerned."'  The  respondents  were  asked  to  rank  these  nine 
conditions  according  to  the  severity  of  handicap  (on  vocational, 
educational,  and  social  functioning)  with  "1"  representing  the  least 
handicapping  and  number  "9"  representing  the  most  severely 
handicapping  condition. 

Of  the  150  questionnaires  mailed,  81  (54  percent)  were  returned 
and  analyses  were  computed  on  the  data  contained  within  these 
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questionnaires.  Correlated  t  tests  were  utilized  to  evaluate  the 
significance  of  any  ranking  differences.  Due  to  the  large  number  of 
comparisons,  the  .01  level  of  significance  was  chosen  in  order  to 
reduce  the  possibility  of  error  from  chance  variations. 

Results 

Table  I  presents  the  results  of  the  data  obtained  from  the  first 
section  of  the  questionnaire,  the  rankings  of  the  perceived  voca- 
tional handicap.  It  can  be  seen  that  the  respondents  considered 
emotional  disorders  to  be  a  relatively  severe  vocational  handicap. 

Table  I 
Mean  Rankings  of  Perceived  Vocational  Handicap 

Amputations  (3.22) 

Hearing  Loss  (4.14) 

Heart  and  Blood  Vessel  Disease  (4.30) 

Respiratory  Disorders  (4:57) 

Bone,  Joint,  and  Muscle  Disorders  (4.63) 

Visual  Loss  (4.64) 

Mental  Retardation  (5.43) 

Emotional  Disorders  '               (6.54) 

Spinal  Cord  Injury  or  Disease  (7.53) 

Table  II  presents  the  results  of  the  data  obtained  from  the 
second  section  of  the  questionnaire,  the  respondents'  ranking  of 
the  perceived  educational  handicap.  The  respondents  apparently 
viewed  emotional  disorders  as  a  relatively  severe  educational  handi- 
cap, ranking  only  mental  retardation  as  a  more  severe  handicap  in 
this  area. 

Table  II 
Mean  R»nkings  of  Perceived  Educational  Handicap 

Amputations  (2.23) 

Heart  and  Blood  Vessel  Disease  (3.23) 

Respiratory  Disorders  (3.48) 

Bone,  Joint,  and  Muscle  Disorders  (3.84) 

Spinal  Cord  Injury  or  Disease  (5.23) 

Visual  Loss  (5.95) 

Hearing  Loss  (6.30) 

Emotional  Disorder  (6.74) 

Mental  Retardation  (8.04) 

The  mean  rankings  of  the  degree  of  perceived  social  handicap 
as  experienced  by  the  emotionally  disturbed  are  presented  in  Table 
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II!.  It  can  be  seen  that  the  respondents  viewed  emotional  disorders 
as  a  relatively  severe  social  handicap.  They  ranked  it  as  the  most 
socially  handicapping  condition. 

Table  III 
Mean  Rankings  of  Perceived  Social  Handicap 

Heart  and  Blood  Vessel  Disease  (2.42) 

Respiratory  Disorders  (3.26) 

Amputations  (3.83) 

Bone,  Joint,  and  Muscle  Disorders  (3.95) 

Visual  Loss  (4.95) 

Hearing  Loss  (5.93) 

Spinal  Cord  Injury  or  Disease  (6.21) 

Mental  Retardation  (6.78) 

Emotional  Disorders  (7.57) 

It  appears  evident  from  the  rankings  on  the  different  vari- 
ables (vocational,  educational,  and  social)  that  the  respondents 
considered  emotional  disorders  to  be  a  relatively  severe  handi- 
capping condition  in  all  three  areas.  However,  there  were  some 
differences  in  their  perception  of  the  severity  of  handicap  experi- 
enced by  the  emotionally  disturbed  in  the  different  areas.  The  rank- 
ings of  the  perceived  handicap  in  the  area  of  vocational  adjustment 
was  significantly  less  than  the  perceived  handicap  in  the  social 
areas  (t=3.28,  df=^80,  p<.01).  The  perceived  handicap  in  the  social 
area  was  also  considered  to  be  significantly  more  severe  than  in  the 
area  of  educational  functioning  (t^4.47,  df=80,  p<.01).  The  per- 
ceived severity  of  handicap  in  the  vocational  and  educational  areas 
did  not  differ  significantly  (t=0.70,  df=80,  p<.01),  indicating  that 
the  respondents  felt  that  the  problems  faced  by  the  emotionally 
disturbed  in  these  areas  are  of  similar  magnitude. 

Discussion 

The  vocational  rehabilitation  counselors  and  supervisors  re- 
sponding apparently  felt  that  an  emotionally  disturbed  individual 
generally  experiences  a  relatively  severe  handicap.  In  contrast  to 
the  findings  of  Reiff  and  Scribner"  and  Kris^  the  respondents  felt 
that  this  condition  was  relatively  severe  vocationally.  This  discrep- 
ancy may  be  explained  by  the  tendency  for  emotionally  disturbed 
clients  to  be  referred  to  vocational  rehabilitation  only  when  a  voca- 
tional problem  exists.  It  is  possible  that  the  clients  they  tend  to 
see  may  have  influenced  the  rahabilitation  counselors  to  overrate 
the  vocational  handicap.  In  any  event,  the  opinion  expressed  by 
the  rehabilitation  counselors  was  that  the  condition  presents  a  rela- 
tively severe  handicap  vocationally. 
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The  respondents  ranked  the  educational  handicap  of  emotional 
disorders  approximately  the  same  as  they  did  the  vocational  handi- 
cap. Apparently,  the  rehabilitation  counselors  and  supervisors 
viewed  emotional  disorders  as  being  equally  handicapping  in  those 
areas  of  performance. 

Emotional  disorders  were  viewed  as  being  significantly  more 
handicapping  in  the  social  area  than  in  either  the  vocational  or 
educational  areas.  Of  the  conditions  listed,  emotional  disorders  were 
considered  to  be  the  most  severely  handicapping  in  the  social  area. 
This  opinion  is  congruent  with  the  findings  of  Kris^  and  Bochoven, 
Pandiscio  and  Solomon.^  Apparently,  satisfactory  interpersonal  re- 
lationships and  appropriate  social  behavior  are  quite  difficult  for 
the  emotionally  disturbed  individual  to  maintain.  While  these  factors 
are  important  in  vocational  and  educational  areas,  they  may  be 
crucial  in  the  social  area. 

In  conclusion,  the  findings  indicated  that  the  rehabilitation 
counselors  and  supervisors  perceive  significant  differences  in  the 
severity  of  handicap  imposed  by  emotional  disorders  in  the  different 
areas  of  functioning.  This  finding  suggests  that  personnel  involved 
in  the  rehabilitation  of  emotionally  disturbed  individuals  need  to 
consider  all  areas  of  functioning  required  of  the  individual  in  order 
for  him  to  achieve  his  goals.  Occupations  which  have  a  high  degree 
of  social  functioning  as  an  integral  part,  for  example,  may  be  less 
desirable  for  an  individual  with  this  problem.  The  data  also  sug- 
gested that  individuals  involved  in  remedial  plans  and  programs  for 
the  emotionally  disturbed  should  consider  several  factors.  Specifi- 
cally, the  data  suggested  that  the  emotionally  disturbed  individual 
faces  relatively  severe  problems  generally  with  the  social  area  of 
functioning  providing  greater  obstacles. 
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SOME  DIMENSIONS  OF  AN  'AS  IF'  SYSTEM 
WITHIN  AN  ORGANIZATION 

Jean  H.  Thrasher,  Ph.D.* 

N.  C.  Department  of  Mental  Health 


Organizational  myths,  organizational  fictions,  and  untested  as- 
sumptions are  three  ideas  which,  while  conceptually  quite  distinct, 
are  empirically  often  difficult  to  distinguish.  By  organizational  myths 
are  meant  those  patently  erroneous  ideas  that  everyone  admits  are 
false,  if  the  subject  should  happen  to  come  up  for  discussion.  Never- 
theless, the  organization,  or  members  of  the  organization,  act  as  if 
the  myth  were  an  adequate  statement  of  reality,  and  therefore 
myths  have  consequences  even  though  they  lack  substance.  Or- 
ganizational fictions  share  with  organizational  myths  the  fact  that 
they  are  not  complete  or  accurate  reflections  of  the  world. ^  They 
differ  from  organizational  myths  in  that  they  are  used  largely  in 
recruitment,  rather  than  as  operating  principles.  They  need  not  be 
entirely  false,  however.  Organizational  fictions  as  well  as  occupa- 
tional fictions  generally  select  from  a  large  number  of  possible 
truths  those  which  project  a  favorable  or  desired  picture  of  the 
organization  or  occupation.  As  Smith-  states  in  a  discussion  of 
professional  fictions:  "Since  such  fictions  tend  to  concentrate  the 
rewards  of  prestige  in  some  areas  of  professional  activities  and  to 
ignore  others  (who  attributes  high  drama  to  the  dermatologist?), 
they  figure  importantly  in  the  profession's  adaption."  Organizational 
fictions  operate  similarly;  they  selectively  emphasize  certain  aspects 
of  the  organization  and  are  useful  in  the  recruitment  of  resources, 
human  and  financial.  Untested  assumptions  may  or  may  not  be  true. 
They  are  simply  assumptions,  or  articles  of  faith,  that  organizations 
do,  or  must,  use  in  order  to  get  on  with  their  work.  They  may  have 
their  origins  in  organizational  traditions,  in  personal  conviction, 
common  sense,  or  in  the  consensus  of  a  number  of  people  sharing 
similar  frames  of  reference.  They  may  be  'obvious'  or  'taken  for 
granted';  the  point  is,  they  have  never  been  really  tested.  The  his- 
tories of  all  lines  of  human  thought  are  filled  with  such  assumptions. 

These  three  concepts  have  two  things  in  common.  For  one,  they 
may  serve  to  protect  the  individual  self-image  and  make  it  possible 
for  persons  to  operate  within  an   organization    in   circumstances 

*This  paper  actually  reflects  the  thinking  of  a  number  of  people.  Dr.  Eugene 
A.  Hargrove,  Department  of  Mental  Health,  initiated  the  inquiry;  Dr.  Harvey 
Smith,  University  of  North  Carolina,  was  helpful  in  thinking  through  the  con- 
ceptual issues.  There  are  others.  The  actual  content  of  the  paper,  however, 
does,  and  must,  remain  the  sole  responsibility  of  the  author. 
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where  reality  is  either  very  unpleasant  or  is  completely  unknown. 
Often,  myths  and  untested  assumptions  are  absolutely  essential  if 
the  work  of  the  organization  is  to  be  done;  sometimes  they  serve 
only  a  protective  function.  A  second  characteristic  they  have  in 
common  is  that  they  are  'as  if  systems.  Even  in  instances  when 
everyone  in  the  organization  knows  that  something  is  not  the  case, 
they  nevertheless  act  as  if  it  were  so.  In  examining  myths,  fictions 
and  untested  assumptions,  the  question  is  not  to  what  extent  does 
an  organization — or  do  members  of  an  organization — believe  that 
something  is  the  case.  The  basic  question  is  to  what  extent  do 
members  of  the  organization  act  as  if  it  were  the  case.  The  'as  if 
nature  is  the  all-pervading  aspect  of  organizational  myths,  fictions 
and  untested  assumptions.'^ 

What  is  not  dealt  with  here,  except  in  passing,  are  problems 
of  perception  and  misperception,  and  the  mythlike  qualities  of 
stereotyping.  Myths  and  assumptions  can  be  quite  useful  for  social 
control,  motivation  and  involvement  of  persons  with  an  organization, 
and  for  this  reason  may  be  fostered  and  nurtured.  They  can  also 
be  dysfunctional,  causing  organizational  stress,  especially  in  the 
communication  system. 

What  follows  is  a  list  of  statements  which  one  observer  feels 
comprises  a  part  of  the  'as  if  system  of  the  Department  of  Mental 
Health.  No  claim  is  made  that  the  list  is  exhaustive. 

1.  There  is  an  identifiable  entity  known  as  mental  illness,  we 
know  what  it  is,  and  how  to  treat  it. 

This  notion  has  been  abundantly  treated  in  the  literature  by  Szasz,^ 
Scheff,^''  and  others,  so  it  need  not  be  elaborated  here. 

2.  All  activities  carried  out  as  a  member  of  the  Department  of 
Mental  Health  contribute,  directly  or  indirectly,  to  the  mental  health 
of  North  Carolina  citizens. 


We  all  know,  and  admit  in  our  more  pessimistic  moments,  that 
certain  activities  are  related  more  to  the  maintenance  and  perpetua- 
tion of  the  organization  itself,  without  reference  to  the  mental  health 
of  the  citizenry.  Other  activities  are  devoted  to  personal  gratifica- 
tions, to  professional  enhancement,  and  other  personal  considera- 
tions. Such  a  myth  is  functional,  however,  in  that  it  would  be  de- 
pressing and  hard  on  a  person's  self-esteem  to  be  a  member  of  a 
Department  of  Mental  Health  with  the  feeling  that  one  did  nothing 
at  all  to  contribute  to  the  mental  health  of  anyone. 

3.  A  message,  having  been  sent,  has  been  received  and  under- 
stood. 
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Communication  is  such  a  complex  thing,  there  are  any  number  of 
ways  it  can  go  awry.  There  are  many  ways  that  a  message  can  not 
be  received — some  residing  in  the  distribution  system  and  some  in 
the  receiver.  There  are  also  a  number  of  ways  that  messages  are 
misunderstood.  Nevertheless,  most  of  us,  having  sent  a  message 
(in  any  one  of  the  many  complex  ways  that  can  be  done),  act  as  if 
the  sending  of  the  message  is  synonymous  with  the  receiving  and 
understanding  of  it.  The  consequences  of  this  'as  if  statement  are 
familiar  to  all  who  have  worked  for  any  time  in  any  organization. 

4.  All  employees  in  the  state  mental  health  system  identify  as 
members  of  the  North  Carolina  Department  of  Mental  Health. 

Here  again  we  know  this  is  not  the  case.  Many  members  of  the 
department  do  identify  primarily  with  the  department.  Others 
identify  primarily  with  a  community  or  a  locality  with  the  depart- 
ment being  incidental.  Some  identify  primarily  as  members  of  a 
profession,  with  North  Carolina  merely  being  the  current  location 
of  practice.  Still  others  identify  primarily  as  members  of  a  university 
faculty  and  see  Department  of  Mental  Health  activities  as  a  side- 
line. In  fact,  only  the  region  does  not  at  the  moment  appear  to  be 
a  viable  major  focus  of  identity.  People  identify  with  communities 
and  with  states;  they  identify  with  institutions  and  occupations;  they 
do  not  identify  with  regions,  at  least,  not  at  the  moment. 

5.  The  above  discussion  is  not  meant  to  imply  that  regionalism 
has  nothing  to  contribute  to  the  'as  if  system,  but  the  concern 
seems  to  be  with  the  reward  system,  rather  than  with  identifica- 
tions. The  authors  of  the  following  statements,  quoted  almost  ver- 
batim, will  recognize  themselves  but  for  the  purposes  of  this  article 
will  remain  anonymous. 

A.  Good  things  happen  inversely  to  the  proximity  to  Raleigh, 

i.e.,  the  further  from  Raleigh,  the  fewer  the  good  things  that  happen, 
(western  and  eastern  regions) 

B.  Bad  things  happen  inversely  to  the  promimity  to  Raleigh, 

i.e.,  the  closer  to  Raleigh  the  more  bad  things  happen,  (north  cen- 
tral and  south  central  regions) 

C.  Nobody  loves  us.  (Raleigh  Office  staff) 

6.  A  certain  number  of  myths  and  untested  assumptions  are 
held  primarily  by  members  of  the  Raleigh  Office  staff  and  refer  to 
those  in  the  community  and  institutional  programs.  For  instance: 

A.  Community  people  will  automatically  be  resistive  to  any 
suggestions  made  by  the  Raleigh  Office  staff. 
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This  quite  often  seems  to  have  abundant  confirmation,  but  the  fact 
remains  the  Raleigh  Office  staff  often  proceed  as  if  such  resistance 
will  be  automatic. 

B.  Most,  or  all,  Raleigh  Office  staff  activities  facilitate  and  co- 
ordinate the  work  of  institutional  and  community  staffs. 

All  of  the  various  considerations  in  number  2  above  are  also  perti- 
nent here  with  the  added  warning  that  at  times  Raleigh  Office  staff 
activities  may  in  fact  hinder  and  confuse  the  work  of  community 
and  institution  staffs. 

C.  We  "really  know"  what  is  going  on  in  other  parts  of  the  de- 
partment. 


Here  again,  Raleigh  Office  staff  members  know  that  this  is  not  the 
case,  but  very  often  pretend  it  is. 

7.  A  certain  number  of  myths  seem  to  be  primarily  at  the  com- 
munity and  institutional  levels  and  refer  to  their  activities  and  to 
their  relationships  with  the  Raleigh  Office  staff. 

A.  All  our  activities  and  decisions  are  for  the  good  of  the  patient. 

This  is  the  community  and  institutional  equivalent  of  a  couple  of 
myths  already  mentioned  and  subject  to  the  same  qualifications. 

B.  All  members  of  'the  treatment  team'  are  equal. 

This  is  a  polite  fiction  and  it  helps  people  to  get  along  in  a  con- 
genial way.  However,  on  close  examination  in  nearly  all  treatment 
teams  a  thoroughly  predictable,  standard  and  classic  status  struc- 
ture can  be  seen  to  assert  itself.  This  is  a  particularly  functional 
myth  for  an  organization  in  that  it  serves  to  motivate  persons  as 
well  as  reward  them. 

C.  The  activities  of  the  Raleigh  Office  staff  are  mostly  bureau- 
cratic paper  shuffling  and  interfering. 

With  some  reflection,  this  statement  would  probably  be  denied  by 
community  and  institutional  staffs.  Nevertheless,  they  often  act  as 
if  this  were  their  perception.  To  the  extent  that  one  group  is  operat- 
ing from  this  myth  and  the  other  group  in  the  Raleigh  Office  operates 
in  terms  of  6B  above,  the  stage  is  set  and  the  conditions  ripe  for 
serious  communication  problems.  The  truth,  if  such  can  ever  be 
known,  probably  lies  somewhere  between  these  two  myths. 

D.  "If  they  would  just  turn  the  money  over  to  us,  we  could  get 
on  with  the  job." 

The  truth  of  the  matter  is  we  have  no  idea  where  is  the  best  locus 
of  fiscal  control.  This,  however,  is  one  statement  that  will  be  tested 
with  the  new  funding  program. 
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E.  The  Raleigh  Office  "has  no  earthly  idea"  what  is  going  on 
out  here. 

This,  again,  is  a  counterpart  to  a  myth  held  in  the  Raleigh  Office 
staff  that  it  really  does  know,  and  to  the  extent  that  parties  operate 
from  these  conflicting  stances,  the  possibility  for  communication 
problems  is  enhanced.  Again,  the  truth,  whatever  it  is,  is  probably 
somewhere  between. 

8.  It  is  better  for  the  patient,  and  ultimately  cheaper,  to  treat 
the  patient  close  to  his  home,  family  and  community. 

This  has  been  a  basic  tenet  in  mental  health  programming  for  many 
years.  It  has  received  almost  universal  support  and  agreement;  it 
has  not,  in  fact,  received  any  systematic  questioning.  What  very 
little  data  there  are  raises  some  questions  about  whether  communi- 
ty treatment  is  ultimately  cheaper.  Qualifications  to  the  statement 
are  often  voiced,  but  we  proceed  on  a  clearly  unquestioned  and  un- 
proven  assumption. 

9.  Institutionalization  is  our  least  desirable  alternative. 

Here  again  a  large  number  of  people  would  deny  that  this,  is  an 
operating  assumption  or  myth,  but  nevertheless  we  do  act  as  if,  by 
hospitalizing  a  patient,  we  have  somehow  admitted  failure.  In  part, 
this  is  a  response  to  the  public's  continued  nightmarish  image  of 
mental  hospitalization  and  mental  illness.  In  part,  it  is  a  reflection 
of  what  our  hospitals  can  offer.  Nevertheless,  it  is  an  assumption 
as  yet  untested  which  guides  our  energies  in  certain  directions  and 
away  from  others. 

10.  Participatory  management  is  synonymous  with  democracy. 

This  may  not  be  so  much  a  myth  as  it  is  a  misunderstanding  which 
nevertheless  has  consequences.  Participatory  management  is  an 
administrative  style.  Democracy  is  a  form  of  political  organization. 
They  are  not  in  any  sense  the  same.  Democracy  is  a  form  of  political 
organization  based  on  the  rule  of  the  majority  and  protecting  the 
rights  of  the  minority.  Participatory  management  is  a  form  of  ad- 
ministrative organization,  but  not  necessarily  majority  rule. 

11.  Managers,  trained  largely  as  clinicians,  are  the  best  people 
to  devise  an  information  system. 

Like  certain  other  assumptions  already  discussed,  this  one  is  in  the 
process  of  being  tested.  Unlike  certain  others  this  one  was  con- 
sciously considered  and  adopted.  It  is  included  here  because  the 
assumption  is  as  yet  unproven  and  because  it  has  had  certain  con- 
sequences that  are  different  from  the  consequences  that  would 
have  developed  had  an  alternative  assumption  been  made. 
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12.  Other  agencies  know  and  share  our  definition  of  our  man- 
date. 


Here,  again,  we  know  that  this  is  not  true;  how  we  view  ourselves 
is  not  necessarily  how  others  view  us,  and  yet  we  do,  and  perhaps 
we  must,  act  as  if  there  were  consensus  on  the  public  mandate. 

13.  "This  is  where  the  action  is." 

In  a  way  this  is  a  very  functional  myth  in  that  no  civilian  really  wants 
to  admit  that  he  is  where  the  action  isn't.  However,  the  phrase,  "this 
is  where  the  action  is"  implies  that  "there  is  where  the  action  isn't." 
To  the  extent  that  different  organizations,  or  different  elements 
within  a  single  organization,  operate  from  this  premise,  the  chances 
for  communication  difficulties  are  great.  A  variant  on  this  theme 
might  be  stated  "mine  is  the  most  important  work."  Such  a  feeling 
can  be  held  quite  independently  of  the  formal  status  structure,  and 
to  the  extent  that  work  is  a  major  axis  of  identification,  such  a  myth 
can  be  very  gratifying  indeed. 

14.  We  can  devise  a  unified  information  system  that  will  provide 
all  levels  of  management  with  what  they  want  to  know,  when  they 
want  to  know  it  in  a  form  they  can  use,  and  at  the  same  time  provide 
planning  and  evaluation  data. 


Like  some  others  on  this  list,  this  assumption  is  currently  being 
tested,  and  the  only  way  it  can  be  tested  is  an  attempt  to  prove  it. 
Until  such  time  as  the  activities  are  finished,  however,  it  must  re- 
main an  untested  assumption  which  directs  a  large  amount  of  time 
and  energy.  Like  some  others  on  this  list,  it  is  a  result  of  a  direct 
conscious  decision. 

15.  Any  serious  disagreement  is  the  result  of  poor  communica- 
tion. 


This  myth  pervades  not  only  most  organizations,  but  many  human 
relationships  of  all  kinds.  To  the  best  of  this  author's  knowledge, 
only  in  the  area  of  labor  relations  is  the  fact  systematically  taken 
into  account  that  two  interactants  may  have  very  basic  differences 
of  opinion  and  interests.  Often  there  is  a  corollary  of  this:  "if  there 
is  a  serious  disagreement  and  it  is  not  a  result  of  poor  communica- 
tion, then  the  other  guy  must  be  bad."  In  some  ways,  our  society 
has  carried  this  notion  to  extremes  by  exalting  the  role  of  mediator. 
Basically,  the  role  of  the  mediator  is  to  make  fundamentally  dis- 
agreeing parties  sound  as  if  they  actually  agree.  Even  in  the  area 
of  labor  relations,  negotiators  are  called  in  only  after  mediators 
have  failed. 

16.  Goals  set  in  1970-71  will  be  meaningful  when  the  manage- 
ment information  system  is  in  operation  in  1980. 
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This  is  really  a  necessary  article  of  faith,  more  than  an  assumption. 
If  this  were  not  assumed,  there  would  be  no  point  in  setting  any 
goals  at  all. 

17.  Leadership  is  a  matter  of  who  wields  the  gavel. 

Actually,  a  scant  five  percent  of  problem  solving  groups  have  a  single 
leader.  Ninety-five  percent  of  such  groups  have  at  least  two  leaders 
and  many  have  multiple  leadership  depending  on  the  problem  or  ac- 
tivity the  group  is  addressing.  The  most  basic  division  of  leadership 
within  groups  is  that  of  the  instrumental  leader,  who  must  concern 
himself  with  getting  the  job  of  the  group  done,  and  the  expressive 
leader,  who  is  concerned  with  group  morale  and  holding  the  group 
together.  These  have  sometimes  been  referred  to  as  the  external  and 
internal  functions  of  leadership  and  only  rarely  can  the  two  functions 
be  combined  within  a  single  individual."'  In  some  groups  multiple 
leadership  arises  based  on  situational  considerations. 

18.  "Knowledge  is  power." 

This  fine  adage  is  great  over  libraries,  but  its  consequences  in 
organizations  are  sometimes  awesome.  These  consequences  result 
largely  from  a  misunderstanding  of  the  nature  of  power.  Many  peo- 
ple tend  to  think  of  power  as  some  finite  quantity:  it  can  be  divided 
in  many  ways  with  equal  or  unequal  shares,  but  somehow  there  is 
only  so  much  power;  it  is  finite  and  it  is  scarce.  Actually,  this  is  a 
misperception  of  the  nature  of  power  in  human  relationships,  but 
many  people  do  feel  that:  "I  have  so  much  power.  If  I  give  some 
of  it  to  you,  I  have  that  much  less."  Going  to  the  original  quote,  many 
people  treat  knowledge  literally  as  power.  Vastly  oversimplified  the 
argument  goes  something  like  this:  "I  know  something  you  don't 
know;  therefore,  I  have  more  knowledge  and  more  power.  If  I  tell 
you,  if  I  share  my  knowledge,  I  will  in  that  way  lose  power."  Knowl- 
edge then  separates  the  insiders  from  the  outsiders.  If  this  myth 
is  operating  in  any  large  degree,  its  effect  upon  organization  com- 
munication channels  can  be  catastrophic.  Necessary  communica- 
tions are  simply  not  passed  along.  In  extreme  cases  it  appears  that 
some  people  find  their  status  and  self-respect  enhanced  by  the 
amount  of  knowledge  they  do  not  tell  their  associates.  Certainly,  the 
question  of  what  need  or  need  not,  should  or  should  not,  be  com- 
municated within  an  organization  is  a  very  complex  one.  Many 
factors  go  into  such  a  decision.  However,  to  the  extent  that  this 
myth  is  operating,  it  can  be  very,  very  dysfunctional  for  the  organiza- 
tion. 

Organizations,  as  much  as  individuals,  live  in  a  world  partially 
composed  of  myths,  fictions,  and  trial  and  error  solutions  which, 
because  they  are  tried,  become  very  real  in  the  day-to-day  existence 
of  the  organization  and  its  members.  Organizations  are,  after  all, 
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merely  a  collection  of  people  arranged  in  a  certain  way  for  a  par- 
ticular purpose. 
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IMPACT  ON  HOSPITALIZATION  OF  EDUCATION  TO 
COMMUNITY  PHYSICIANS* 

Lacoe  Alltop,  James  L  Cathell,  N.  E.  Stratas** 


In  July  1964,  a  psychiatrist  based  at  a  state  mental  hospital 
began  to  visit  local  practitioners  in  four  rural  counties  in  order  to 
provide  them  with  psychiatric  consultation-education.  Broughton 
Hospital  is  located  at  Morganton  (Burke  Co.),  North  Carolina  and 
serves  the  western  counties  of  the  state.  The  project,  after  initial 
deliberate  planning  with  groups  to  be  involved,  consisted  of  a 
psychiatrist  meeting  with  physicians  individually  and,  at  times,  in 
groups,  in  their  offices,  their  hospitals  or  any  other  convenient  place 
to  provide  education  in  basic  psychiatric  skills,  including  community 
psychiatry.  Description  of  the  project  will  not  be  elaborated  on  since 
this  appears  elsewhere. '•-■■'•■'' 

Measuring  the  effects  of  this  program  in  this  study  was  difficult 
mainly  because  all  the  variables  relating  to  the  cause  and  cure  of 
mental  illness  cannot  be  accurately  measured.  One  indicator  was 
considered  to  be  the  patient  load  of  the  state  mental  hospital  serv- 
ing the  project  area  in  comparison  to  that  for  other  counties  in  the 
same  general  area,  also  served  by  the  state  mental  hospital  (Brough- 
ton Hospital). 

The  method  employed  in  this  evaluation  was  to  make  compari- 
sons of  admissions,  admission  rates,  diagnostic  groupings,  length 
of  hospitalization  and  the  number  of  terminations  over  a  four-year 
period  of  time.  In  addition  to  the  four  project  counties — Alleghany, 
Ashe,  Avery  and  Watauga — which  we  shall  refer  to  as  Area  1,  other 
counties  in  the  western  part  of  the  state  served  by  Broughton  Hos- 
pital were  used  for  comparison.  Two  of  these  counties,  Cleveland 
and  Mecklenburg,  both  had  mental  health  clinics  in  operation  dur- 
ing the  four-year  period  of  time  and  were  combined  to  make  up 
Area  2.  Area  3  was  comprised  of  four  other  counties — Burke,  Wilkes, 
Caldwell  and  McDowell— which  did  not  have  mental  health  clinics 
nor  did  the  general  practitioners  in  their  counties  receive  consulta- 
tion service  from  a  psychiatrist  routinely. 

The  first  comparison  (Table  1)  notes  the  change  in  admissions 
and  admission  rates  during  the  four-year  span.  The  largest  increase 


*Supported  by  Continuing  Education  Grant  from  NIMH. 
**Biostatistician;     Former     Director,     Physician     Education     Project     (De- 
ceased); and  Regional  Commissioner,  N.  C.  Department  of  Mental   Health. 
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Table  I 

Admission  and  Admission  Rates  to  Broughton  Hospital  from  Three 
Areas,  by  Area,  by  Fiscal  Year,  North  Carolina. 

Fiscal  Number  Rate 


Year         Area  1     Area  2      Area  3        Area  1        Area  2        Area  3 


1962-63        112  303  294  200.1  84.8  166.5 

1963-64        124  448  374  223.7  122.1  210.4 

1964-65        135  508  445  245.9  135.0  248.7 

1965-66        123  738  474  224.4  191.2  263.2 

Percentage 

Increase         9.8  143.5          61.2  12.1  125.5  58.1 

both  in  numbers  and  rates  occurred  in  Area  2,  even  though  this 
area  had  the  lowest  admission  rate  of  the  three  areas.  During  the 
four-year  period  admissions  in  this  area  increased  nearly  144  per- 
cent whereas  admission  rates  went  up  approximately  126  percent. 
Area  1  experienced  the  smallest  increase  in  admissions  and  ad- 
mission rates,  approximately  10  and  12  percent  respectively.  Area 
3  had  the  highest  admission  rates  for  the  past  two  years. 

During  the  period  of  this  study  policy  changes  initiated  al- 
coholic admissions  to  Broughton  Hospital.  This  change  in  policy 
resulted  in  a  large  increase  in  aJcoholic  admissions.  This  was  espe- 
cially true  of  admissions  from  Area  2  (see  Table  4).  To  put  our  figures 
in  better  perspective,  all  alcoholic  admissions  have  been  removed 
from  Table  2. 

What  effect  did  the  program  appear  to  have  on  first  admissions, 
readmissions  and  their  rates?  In  Area  1  both  admissions  and  rates 
decreased  nearly  30  percent,  whereas  in  Area  2  the  number  of  first 
admissions  increased  approximately  42  percent  with  the  rate 
increasing  a  little  over  30  percent.  As  for  Area  3,  first  admissions 
went  up  15  percent  with  their  rates  moving  up  nearly  13  percent. 

Readmissions  reveal  a  slightly  different  picture.  Readmissions 
increased  13  percent  for  Area  1,  whereas  the  readmission  rates 
went  up  nearly  33  percent.  The  readmissions  for  Area  2  showed  an 
increase  of  approximately  22  percent  and  the  rate  only  increased 
about  13  percent.  Area  3  experienced  nearly  a  50  percent  rise  in 
both  readmissions  and  rates  over  the  four-year  period. 

The  admission  rates  (first  and  readmissions)  in  Area  2  for  the 
fiscal  year  1965-66  were  the  lowest  of  the  three  areas  whereas  the 
readmission  rates  for  Area  1  v^ere  the  highest. 
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Table  3  gives  some  indication  as  to  which  diagnostic  groupings 
benefited  most  from  the  consultative  services.  Also,  tables  4  and 
5  show  what  occurred  in  the  other  two  areas  in  regards  to  the  various 
diagnostic  groupings. 

Table  3,  which  shows  the  admissions  from  Area  1,  reveals  that 
five  out  of  eight  diagnostic  groupings  show  a  decline  for  first  ad- 
missions. The  two  brain  syndrome  groups  and  the  schizophrenic 
group  showed  a  substantial  decrease.  Alcoholics  had  the  largest 
increase  with  the  depressive  group  slightly  larger  in  1965-66  than 
in  1962-63.  As  for  the  readmissions,  the  alcoholics  showed  the  great- 
est gain  followed  by  the  depressive  group.  One  group,  mental  de- 
fective, showed  a  drop. 

As  shown  in  Table  4,  first  admissions  from  Area  2  increased 
approximately  139  percent  during  this  period.  The  greatest  increase 
was  in  the  alcoholic  admissions.  A  rise  in  first  admissions  occurred 
for  all  the  other  categories,  except  for  the  brain  syndrome  group 
under  60,  which  showed  a  decline.  Overall,  the  readmissions  picture 
is  very  similar  to  first  admissions  except  more  of  the  groupings 
decreased. 

First  admissions  in  Area  3  went  up  a  little  over  41  percent  which 
is  indicated  in  Table  5.  Similar  to  Area  1  and  2,  the  largest  increase 
was  in  alcoholic  admissions.  With  the  exception  of  a  rise  in  the 
alcoholic  and  depressive  group  there  was  no  significant  change.  As 
for  readmissions,  the  three  diagnostic  groupings  which  had  the 
largest  rise  were  the  alcoholics,  followed  by  depressives,  and  then 
the  schizophrenics.  Two  groups  did  show  a  slight  drop,  and  they  are 
the  other  psychotic  and  nonpsychotic. 

In  North  Carolina  the  type  of  admission  sometimes  indicates 
the  type  of  discharge  a  patient  may  be  given.  The  patient  who  is 
voluntarily  admitted  can  be  given  a  direct  discharge,  whereas  a 
patient  who  is  committed  may  be  placed  on  trial  visit  rather  than 
given  a  direct  discharge.  If  these  patients  placed  on  trial  visit  have 
not  returned  to  the  hospital  in  one  year,  they  are  then  awarded  an 
indirect  discharge. 

Table  6  shows  the  number  of  direct  discharges  over  the  four- 
year  period  of  time  for  the  various  three  areas.  Also,  this  table  shows 
the  length  of  hospitalization  along  with  the  percentage  distribution 
for  these  different  areas.  Comparing  the  number  and  also  the  per- 
centage of  the  patients  getting  out  within  the  various  intervals  of 
time,  we  see  that  there  is  very  little  difference  among  the  three 
different  areas  over  this  period  of  time.  The  majority  of  the  patients 
were  released  within  the  one  and  two  months  period  of  time,  with 
very  few  being  carried  longer.  Only  a  small  percentage,  who  were 
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given  a  direct  discharge,  iiad  been  Jiospitalized  over  a  year.  There- 
fore, we  can  conclude  that  in  this  four-year  period  of  time  the  per- 
centage distribution  as  related  to  length  of  hospitalization  was  not 
significantly  different  in  any  of  the  three  areas. 

Does  there  appear  to  be  any  change  in  the  type  of  admission 
for  these  three  areas  over  this  period  of  time?  Table  7  shows  the 
number  of  direct  discharges  and  the  number  of  admissions  in  the 
various  areas  over  the  four-year  period  of  time  plus  the  ratio  of 
admissions  to  direct  discharges.  In  1962-63  Area  1  had  a  ratio  of  a 
little  over  4  to  1  admissions  to  direct  discharges  whereas  by  1965-66, 
this  had  dropped  to  a  3  to  1  ratio.  Area  2  showed  somewhat  of  a 
slightly  different  pattern.  In  1962-63,  the  ratio  was  a  little  over  2  to  1 
and  by  1965-66,  it  had  declined  to  about  1.6  to  1.  Area  3's  pattern 
is  very  similar  to  Area  2's  in  that  in  1962-63,  the  ratio  was  about  2.6 
to  1  whereas  by  1965-66  it  was  1.2,  a  little  over  1  to  1. 

In  all  three  areas  the  ratio  decreased  over  the  four-year  period. 
Area  1  showed  the  greatest  decrease  with  Area  3  being  second. 

There  were  three  main  null  hypotheses  in  this  study:  the  first 
hypothesis  was  that  no  significant  difference  would  occur  in  first 
admission  rates  over  the  four  fiscal  years;  the  second  was  that  there 
would  be  no  difference  in  the  rate  of  first  admission  in  the  three 
areas  during  this  period;  the  third  was  that  no  significant  interac- 
tion would  occur  between  the  three  areas  and  the  four  fiscal  years 
in  relation  to  first  admission  rates. 

An  analysis  of  variance^  was  used  to  test  these  hypotheses.  The 
results  are  shown  in  Table  8.  A  5%  level  of  significance  was  used 
for  these  tests. 

The  first  hypothesis  was  rejected  as  there  was  a  significant 
difference  between  the  four  fiscal  years.  The  second  hypothesis  was 
also  rejected.  This  indicates  there  was  a  significant  difference  be- 
tween the  three  areas.  The  third  hypothesis  was  not  rejected  thus 
concluding  that  interaction  between  the  areas  and  fiscal  years  was 
not  significant. 

Summary 

In  summary,  during  this  four-year  period  the  three  areas  in- 
creased in  their  admissions  to  Broughton  Hospital.  Much  of  this 
increase  was  the  result  of  a  change  in  the  admission  policy  of 
alcoholics  to  state  mental  hospitals.  In  order  to  get  a  better  picture 
of  admissions  from  these  three  areas  the  alcoholic  admissions  were 
removed.  Both  number  and  rate  of  first  admissions  to  Broughton 
Hospital  from  Area  1  decreased  over  the  four-year  period  of  time 
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Sum  of  Squares 

Distribution 
Frequency 

Mean 
Square 

Total 

454.59 

1831 

* 

(F.Y.)  (Areas) 
Fiscal  Years 

8.31 
4.4290 

11 
3 

* 
1.4763 

Areas 

1.9190 

2 

.9595 

Interaction 

1.7310 

6 

.2885 

Correlation 

.2310 

6 

.0385 

Error 

446.2800 

1820 

.2452 
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Table  8 

Broughton  Hospital  Study 

First  Admission  Rates  to  Total  Admission  Rates  in  Three 

Selected  Areas  During  Four  Fiscal  Years,  North  Carolina. 

F  Ratio 


6.02^ 
3.91^ 
1.18 


*Significant  at  5  percent  level. 

whereas  the  other  two  areas  increased.  Also,  the  number  of  re- 
admissions  from  Area  1  showed  the  least  rise  of  the  three  areas  over 
this  period.  Ratewise,  for  the  fiscal  year  1965-66,  Area  2  had  the 
lowest  rate  both  in  first  and  readmissions. 

In  all  three  areas  the  greatest  increase,  both  in  first  and  re- 
admissions,  occurred  in  the  alcoholic-drug  diagnostic  groups. 

The  decline  in  Area  1  of  first  admissions  occurred  mainly  in 
three  diagnostic  categories — namely,  brain  syndromes  60  years  of 
age  and  over,  those  under  60  years  of  age,  plus  the  schizophrenic 
groups.  In  Area  2  only  brain  syndromes  under  60  years  of  age  de- 
creased; in  Area  3  the  other  psychotic  and  mental  defective  groups 
decreased. 

Overall,  the  readmissions  from  these  three  areas  increased.  In 
addition  to  alcoholic  readmissions,  both  schizophrenic  and  depres- 
sive diagnostic  groups  went  up  substantially.  Area  1  had  the  lowest 
percentage  increase  of  schizophrenics  with  Area  2  having  the  lowest 
percentage  increase  of  the  depressive  reaction  groups  for  four  years. 

The  majority  of  the  patients  from  these  three  areas  over  the 
four  years  who  had  received  a  direct  discharge  were  hospitalized 
30  days  or  less.  Few  of  the  patients  given  a  direct  discharge  were 
in  the  hospital  longer  than  a  year. 

Area  1  showed  the  greatest  decrease  of  ratio  to  admissions  to 
direct  discharges  for  this  period  of  time  from  a  4.1  to  a  1.1  to  1. 

There  was  significant  difference  at  the  five  percent  level  of  first 
admissions  to  total  admission  rates  for  both  the  years  and  the  areas. 


44        N.  C.  JOURNAL  OF  MENTAL  HEALTH 

Interaction  was  insignificant  for  these  two  variables.  Also  correla- 
tion was  not  significant. 

Discussion 

These  findings  are  presented  because  of  the  uniqueness  of  de- 
creased use  of  mental  health  facilities  with  the  initiation  of  a  new 
type  of  mental  health  project.  In  our  experience  in  the  past  new 
services  have  meant  increased  usage  of  other  services.  Interpreta- 
tions of  these  changes  are  difficult  to  make. 
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Sexual  drives  and  an  individual's  feelings  about  sex  are  complex 
and  powerful  human  forces.  Perhaps  few  subjects  of  similar  im- 
portance are  so  popularly  misunderstood  and  mishandled  in  the 
creation  of  comparable  psychosocial  problems.  It  is  the  thesis  of 
this  paper  that  community  psychiatry  could  take  a  major  part  in 
assisting  the  resolution  of  this  apparent  societal  incongruity.  We 
propose  a  general  perspective  and  some  specific  skills  that  can  be 
contributed  by  specialists  in  community  psychiatry,  particularly  in 
the  area  we  shall  refer  to  as  sex  education. 

We  shall  define  "sex  education"  to  include  instruction  in  family 
dynamics,  the  biology  of  human  reproduction  and  contraception, 
community  life  and  social  interaction  and  the  psychosexual  aspects 
of  population.  The  instructional  content,  however,  does  not  con- 
stitute sex  education  in  our  estimation  unless,  in  addition  to  acquir- 
ing "the  facts,"  the  student  develops  new  expectations  regarding 
sex,  retains  these  into  adulthood,  and  ultimately  transmits  them  as 
norms  to  the  next  generation. 

Sex  education,  we  contend,  is  a  continuous  process,  extending 
from  infancy  to  maturity.  Its  fundamental  purpose  is  to  increase 
self-understanding  and  self-respect,  to  assist  persons  to  cope  with 
their  normal  sexual  urges  satisfactorily  and  exercise  responsibility 
in  their  social  and  sexual  behavior.  Therefore,  it  should  be  taught 
selectively  at  all  age  levels  from  nursery  school  through  college. 

However,  because  a  person's  sexuality  is  so  closely  entwined 


*At  the  time  of  publication,  Dr.  Jarraliizadeh  has  resigned  his  position 
to  return  to  his  native  Iran.  He  was  also  formerly  assistant  clinical  professor 
of  psychiatry  at  the  University  of  North  Carolina,  and  psychiatric  consultant 
with  the  Carolina  Population  Center,  both  in  Chapel  Hill,  N.  C. 

**Dr.  Arnold  was  formerly  assistant  professor  of  public  health  administra- 
tion, Carolina  Population  Center,  Chapel  Hill,  N.  C. 


46        N.  C.  JOURNAL  OF  MENTAL  HEALTH 

with  his  total  personality,  affecting  his  concept  of  himself,  his  re- 
lationships with  others,  and  his  general  patterns  of  behavior,  it  is 
virtually  innpossible  to  speak  of  sexuality  as  a  separate  entity.  Psy- 
chosexual  development  and  its  manifestations,  moreover,  cannot 
be  wholly  understood  without  adequate  knowledge  of  the  total  per- 
sonality. Within  this  frame  of  reference,  we  postulate  that  the  initial 
goal  of  sex  education  programs  should  be  to  work  towards  increas- 
ing maturity  of  personality  development  in  general  and  more  satis- 
factory psychosexual  development  in  particular.  If  the  restricted, 
even  figurative,  use  of  the  term  sexuality  is  borne  in  mind,  one  may, 
following  the  terminology  of  Freud,  trace  an  orderly  step-by-step 
development  of  the  psychosexual  aspect  of  personality  from  its 
earliest  expression  to  the  mature,  heterosexual,  socially  approved 
mating  upon  which  the  family  is  founded.^ 

Sex  education  as  here  discussed  may  include  a  series  of  pro- 
gram goals  occurring  over  a  period  of  time  such  as:  lower  societal 
fertility;  lower  venereal  disease  rates;  lower  forced  marriages  and 
divorces;  rise  in  positive  expectations  regarding  marriage;  parent- 
hood and  child-rearing;  and  increased  expectation  to  limit  the  size 
of  the  family.  These  objectives  are  to  be  reached  by  means  of  the 
new  knowledge  and  new  behavior  norms.  While  the  initial  objectives 
would  be  acquisition  of  information,  subsequent  objectives  would 
relate  to  normative  and  behavioral  changes. 

The  pressing  need  for  sex  education  was  emphasized  to  some 
degree  during  the  first  half  of  this  century,  and  increasingly  during 
the  past  couple  of  decades.-  The  combined  efforts  of  home,  school, 
church,  and  the  health  system  would  seem  to  be  required  to  meet 
the  needs  of  sex  education,  but  their  exact  "mix"  and  content  are 
not  so  easily  determined.  The  impression  exists  that  most  children 
do  not  receive  sex  education  in  the  family  or  in  church  but  rather 
from  their  peer  group  and  mass  media,  some  of  which  is  misleading, 
contradictory  and  not  tailored  to  the  individual  needs,  with  conse- 
quent confusion  and  anxiety. -^^  Although  responsible  for  their  chil- 
dren, many  parents  lack  the  knowledge  and  skills  to  cope  with  the 
multiplicity  of  such  subject,  depending  on  health  professionals'  and 
educators'  help.  As  Lieberman"'  stresses,  even  parents  who  have 
done  a  good  job  will  probably  welcome  supplementary  education 
from  reliable  resources. 

Although  controversy  exists,  school  appears  to  be  a  logical  place 
for  the  introduction  of  educational  responsibility  of  young  people 
in  psychosexual  development.*'-'  Many  educators,  however,  have 
been  hesitant  to  teach  students  "human  sexuality";  the  record  is 
well  established  that  hesitation  to  implementation  has  been  the 
modal  administrative  behavior  in  sex  education.  We  hypothesize  that 
passive  acceptance  of  public  sexual  norms  by  American  teachers 
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is  a  major  contributing  factor,  particularly  the  norm  prohibiting 
public  discussion  of  sex.  Moreover,  we  hypothesize  this  slow  pace 
to  stem  largely  from  the  personal  discomfort  and  embarrassment 
of  educators  to  contravene  this  norm.  Put  another  way,  we  believe 
that  educators'  personal  mixed  feelings,  mainly  unconscious,  and 
their  related  anxieties  constitute  a  major  barrier  to  implementation. 
From  a  number  of  participant  observer  conferences  by  both  au- 
thors, it  would  seem  that  organizational  problems  and  the  per- 
ception (by  educators)  of  conservative  community  sexual  norms 
cannot  wholly  account  for  their  inaction.  Intrapersonal  problems  as 
well  seem  to  be  a  likely  co-explanation. 

The  Role  of  Community  Psychiatry 

Because  of  their  increased  interest  in  working  within  the  com- 
munity with  the  emphasis  on  prevention  and  promotion  of  positive 
mental  health,  and  because  of  a  growing  understanding  by  local 
leaders  and  administrators  of  their  potential  value,  those  in  com- 
munity psychiatry  frequently  find  themselves  enjoined  with  the  staff 
of  local  institutions  and  community  services  (including  educational 
systems  which  are  the  major  focus  of  this  paper).  Those  who  par- 
ticipate in  this  challenge  would  face  a  wide  range  of  activities  and 
responsibilities  including  counseling  teachers,  students,  and  school 
administrators;  speaking  to  clergy  and  parent  groups;  participating 
in  curriculum  development;  and  listening  to  anxious  parents  and 
confused  adolescents. 

With  regards  to  sex  education,  primary  and  secondary  preven- 
tion through  consultation-education  with  the  school  system,  we 
believe,  should  receive  the  highest  priority  from  community  psy- 
chiatry. Community  psychiatrists  should  explore  and  find  desirable 
entry  into  the  school  system,  and  exercise  satisfactory  methods  of 
dealing  with  institutional  resistances.  Recognizing  their  anxieties, 
a  psychiatric  consultant  should  help  the  educators  be  "more  objec- 
tive" toward  problems  of  human  sexuality  while  developing  educa- 
tional curriculums.  By  helping  teachers  be  more  comfortable  in 
sex  education,  and  enabling  them  to  communicate  accurate  and 
healthy  attitudes  and  information  in  the  classrooms,  many  stressful 
and  potentially  harmful  psycho-social  conflicts  might  be  intervened. 

Generally,  educators  and  other  concerned  professionals  agree 
that  sex  education  should  not  be  restricted  to  the  facts  of  reproduc- 
tive biology  and  contraception.'  Josselyn  once  interviewed  a  group 
of  high  school  girls  after  they  attended  a  series  of  lectures  on  sex. 
'The  students  felt,"  Josselyn  wrote,  "that  the  lecture  on  anatomy, 
physiology,  etc.  was  not  too  important,  because  they  were  not  con- 
cerned about  how  the  body  actually  functioned.  Their  primary  con- 
cern had  been  their  feelings  about  sex."**  In  recognizing  this  con- 
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cern,  the  psychiatric  consultant  can  help  educators  emphasize 
young  people's  expectations,  values,  and  norms  which  affect  them 
and  others  as  sexual  persons.  Making  these  concepts  operational 
in  the  classroom,  however,  is  the  critical  issue;  it  is  easier  said  than 
done. 

Comfortable,  frank,  appropriate  and  informed  discussion  be- 
tween teacher  and  classmates,  from  the  authors'  perspective,  is  the 
cornerstone  of  effective  communication  when  sexually  related  feel- 
ings and  values  are  the  focus  of  attention.  Teachers,  furthermore, 
need  to  convey  the  impression  that  they  welcome  students'  un- 
expected questions  about  sex  and  can  answer  them  with  scientific 
accuracy,  warmly  and  objectively."  In  this  kind  of  atmosphere  a 
receptive  environment  for  questions  expressing  adolescents'  sexual 
curiousity  can  be  created,  and  emotional  maturation  can  occur  in 
the  case  of  receptive  students.  Not  all  will  be  receptive,  however. 
Many  adolescents  in  the  authors'  experience  are  reserved  and  con- 
fused about  sex,  though  they  express  this  confusion  through  a 
variety  of  behaviors,  some  of  them  self-destructive.  Most  of  these 
youngsters  have  never  received  information  which  left  them  com- 
fortable about  their  normal  sexual  curiosity.  Such  feelings  need  to 
be  recognized  in  the  classroom  and  dealt  with  constructively.  If  the 
conflicts  are  symptomatic  and  persistent,  individual  counseling 
should  be  recommended. 

Inevitably  one  is  asked:  "Who  should  teach  sex?"  In  a  training 
program  for  sex  educators  with  a  limited  budget,  it  is  most  efficient 
to  select  and  train  those  who  would  satisfactorily  and  rapidly  com- 
plete the  program  and  subsequently  be  productive.  The  contribution 
of  community  psychiatry,  as  school  consultant  in  this  selection  and 
training,  can  be  vital. 

In  our  experience,  for  a  teacher  to  be  successful  in  sex  educa- 
tion, personal  characteristics  are  important,  such  as:  1)  low  level 
of  apparent  discomfort  when  discussing  sex  and  high  level  of 
empathy  and  interest  in  youth;  2)  capacity  to  answer  questions  brief- 
ly, simply,  and  directly;  3)  skill  in  rephrasing  answers  that  were  not 
well  understood;  and  4)  ability  to  recognize  anxiety  in  individual  stu- 
dents and  appropriately  reacting  to  them.  The  teacher's  personal, 
emotional  and  educational  fitness,  however,  are  key  program  com- 
ponents. Without  good  selection  and  preparation  it  may  be,  as  Mar- 
tin^'*  points  out,  "blind  adults  lead  blind  youth  under  the  flag  of  sex 
education  movement."  The  effectiveness  of  sex  education  therefore 
depends  on  affective  components  inherent  in  the  teacher  as  well  as 
upon  lesson  plans  and  "facts"  that  are  well  integrated.  The  task 
of  teacher  training,  in  many  cases,  involves  unlearning  and  relearn- 
ing.  It  is  a  difficult  task  because  "change,"  in  general,  is  oftentimes 
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anxiety-provoking.  Changes  in  values  and  feelings  about  sex  are 
perhaps  among  the  most  threatening  ones. 

Organizational  issues  and  institutional  resistances  complicate 
things  further.  There  are  complex  relationships  among  administra- 
tors, teachers,  students  and  community  leaders.  A  lack  of  adminis- 
trative leadership  is  the  major  difficulty  in  initiating  a  sex  educa- 
tion program  and  creates  additional  uneasiness  among  teachers, 
especially  those  who  are  hesitant  themselves.  The  personal  dis- 
comfort and  anxiety  of  teachers  may  be  increased  because  of  an 
administratively  uncertain  situation.  Unless  this  situation  is  changed 
one  may  encounter  learning  inhibition  in  any  training  efforts  put 
forth.  Thus,  in  a  teacher  training  program  for  sex  education,  a 
psychiatric  consultant  may  not  only  have  to  provide  consultation 
in  teacher  selection  and  training  program,  but  also  should  get  in- 
volved in  curriculum  development  and  administrative  precedures. 
In  doing  so,  particular  attention  should  be  given  to  involve  school 
administrators,  including  superintendents  and  principals,  in  the 
program  and  help  them  to  work  through  some  of  their  own  personal 
anxieties  expressed  administratively  by  negative  and  or  ambivalent 
feelings.  In  fact,  working  through  the  administrators  and  getting 
them  to  accept  you  as  a  needed  mental  health  consultant  should 
be  the  first  step  and  the  major  part  of  entry  to  the  school  system. 

Examples 

Three  experiences  by  the  authors  may  help  illustrate  some  of 
the  organizational  issues  involved. 

1.  Following  a  group  discussion  in  a  senior  high  school  family 
education  class,  the  two  participant  teachers  approached  rather 
cautiously  stating  that  "many  of  these  questions  are  quite  em- 
barrassing," and  "we  don't  know  how  the  school  authorities  and 
parents  feel  about  it;  is  there  any  way  we  can  arrange  some  semi- 
nars, or  do  you  know  any  courses  in  which  we  can  participate  and 
improve  our  approaches?"  (There  were  none  available  in  that  area 
at  the  time). 

2.  In  another  city,  while  participating  in  a  discussion  concern- 
ing psychosexual  difficulties,  the  problem  of  previously  faulty  adult- 
adolescent  communication  became  immediately  apparent.  "Oh  no, 
not  them,"  was  the  spontaneous  reaction  of  a  few  students  in  a 
Neighborhood  Youth  Corps  class,  as  soon  as  they  saw  their  coun- 
selors approaching  the  classroom.  The  participation  of  these  two 
counselors  in  on-going  discussion  was  nil  and  their  uneasy  and  con- 
flictual  relationship  with  the  students  and  classroom  teachers  was 
quite  apparent. 

3.  A  third  and  more  important  observation  was  with  school  prin- 
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cipals  and  central  school  system  administrators  while  we  (the  au- 
thors and  others)  were  jointly  trying  to  develop  a  curriculum  for 
sex  and  family  planning  education.  During  various  conferences  we 
were  faced  repeatedly  with  the  administrators'  discomfort  and  re- 
sistance to  use  words  such  as  "masturbation,"  "homosexuality,"  and 
"intercourse."  The  most  fundamental  unit  of  communication — use 
of  basic  words — was  found  difficult  by  those  men  and  women  re- 
sponsible for  the  program's  direction.  These  problems  first  arose 
when  we  were  trying  to  assess  the  student's  knowledge  on  sexual 
matters.  A  sex  information  survey  of  secondary  level  students  was 
under  discussion.  An  administrator  felt  "this  type  of  question  might 
give  the  students  wrong  ideas  and  could  create  antagonism  in  the 
community." 

Training 

In  addition  to  reviewing  basic  concepts  of  psychosexual  per- 
sonality development,  we  believe  that  training  sessions  for  teachers 
and  administrators  should  focus  mainly  on:  1)  their  feelings  and 
reactions  to  the  substantive  issues  in  teaching  sex;  )2  their  fear  of 
sharing  in  the  area  of  sexuality;  and  3)  desensitization  to  technical 
and  slang  sexual  terminology.  Attainment  of  these  goals  would 
create  a  more  suitable  atmosphere  for  developing  a  satisfactory 
sex  education  program  and  increase  the  educators'  capacity  to  dis- 
cuss sexual  matters  with  students.  One  student  of  teacher  prepara- 
tion for  sex  education  has  said,  "if  we  could  expose  negative  atti- 
tudes and  misinformation  in  the  presence  of  wholesome  attitudes 
and  factual  data,  and  desensitize  the  teacher  to  the  point  that  he 
would  not  freeze  or  portray  negative  attitudes  where  sexual  ques- 
tions were  brought  up  by  the  students,  this  would  be  reward  enough 
for  the  efforts."' 

Group  Process  as  an  Important  Tool 

We  believe  small  group  laboratory  experience,  professionally 
led  and  continued  throughout  the  program,  is  a  good  way  to  help 
prepare  educators.^^  For  many  persons  group  discussion  is  easier 
than  individual  confrontation,  and  considerable  learning  takes  place 
in  groups  through  identification  with  the  group  process  and  the 
other  individuals  present.  The  universalization  of  feelings  is  an  asset 
provided  by  the  group  which  enables  the  members  to  recognize  the 
mutuality  of  experience  and  feelings.  For  those  who  are  reticent  and 
inhibited,  the  support  of  the  group  or  of  particular  individuals  in 
the  group  can  contribute  to  increased  verbalization.  The  experience 
in  a  group  setting  can  help  to  prepare  them  for  their  subsequent 
meetings  with  their  students.  In  a  group  setting  the  members  can 
comfortably  challenge  and  desensitize  each  other  thus  building 
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and  strengthening  ego  resources  in  the  teaching-learning  situations. 
The  group  laboratory  experience  provides  a  wide  range  of  reactions 
and  incidents  available  through  the  various  members;  these  can 
be  used  to  accomplish  the  goals  of  sensitization  and  desensitization. 
The  group  becomes  vital  to  the  educational  experience  of  the  ad- 
ministrators and  teachers,  because  as  attitudes  and  feelings  are 
shifted,  more  energy  becomes  available  for  change  and  learning. 
It  should  be  an  important  part  of  the  curriculum  development  and 
training  period.  It  also  should  continue  through  the  year  with  those 
directly  involved  in  the  program. 

There  are  anticipated,  understandable  reactions  from  those 
participating  in  such  a  group  process.  Because  sentiments  related 
to  sexuality  are  considered  to  be  developed  through  experience  out 
of  basic  urges  which  in  turn  are  derived  frorri  instincts,  the  early 
childhood  experiences  of  each  individual  and  any  unresolved  con- 
flicts need  to  be  considered.  These  experiences  and  conflicts,  how- 
ever, may  not  be  within  the  reach  of  adult  consciousness  especially 
if  previous  experience  has  encouraged  unconscious  ways  of  hand- 
ling and/or  mishandling  sexual  matters.  In  discussion  of  conflict 
areas,  therefore,  the  group  leader  should  expect  the  members  to 
respond  in  ways  beyond  their  initial  awareness  and/or  control, 
mainly  to  avoid  sharing  feelings  and  reactions.  Their  responses  may 
be  expressed  in  many  different  ways.  Some  may  become  angry  and 
criticize  fellow  participants,  curriculum,  the  staff  and  leaders.  Others 
will  manipulate  time,  topic,  discussion,  and  group  authority.  De- 
fenses of  rationalization  and  intellectualization  may  employ  political 
and  religious  factors,  and  various  arguments  and  demands  for  "more 
vital  facts"  would  be  a  common  occurence.  Some  individuals  may 
have  more  direct  reactions,  and  experience  acute  anxiety,  depres- 
sion, unwillingness  to  speak  in  the  group,  or  a  desire  to  drop  out 
of  the  group  for  imaginary  and  unrealistic  reasons.  A  transient  in- 
crease in  home  problems  might  occur  as  anxieties  are  carried  home 
and  cause  discord  in  family  relationships.  Non-participating  spouses 
may  request  permission  to  attend  sessions. 

Not  infrequently  these  resistances  are  expressed  indirectly  by 
being  carried  out  of  the  group  and  sometimes  to  the  community. 
This  "acting  out"  can,  in  an  occasional  participant,  get  out  of  hand 
and  one  needs  to  be  watchful  for  this.  On  the  other  hand,  with 
appropriate  anticipation  and  sensitivity  to  the  individual's  feelings, 
and  an  adequate  structure  for  the  sessions,  a  well  prepared  group 
leader  can  utilize  these  varied  responses  as  opportunities  for  the 
group  to  work  through  their  feelings,  and  thus  experience  a  vital 
and  maturing  educational  and  emotional  process.  Individual  coun- 
seling might  become  necessary  and  should  be  available  and  offered 
in  some  cases. 
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SUMMARY 


Sex  education  is  a  continuous  process  and  should  be  taught 
selectively  and  as  a  part  of  total  personality  development  at  all  age 
levels  from  nursery  school  through  college.  Community  psychiatry 
as  school  consultant  can  play  a  significant  role  in  facilitating  the 
initiation  and  development  of  sex  education  programs  by  helping 
the  concerned  individuals,  particularly  educators,  including  su- 
perintendents and  principals,  overcome  their  anxieties.  Through 
consultation-education  with  the  school  system,  they  can  contribute 
in  selecting,  training  and  supporting  teachers  for  sex  education. 
Group  process  is  considered  as  an  important  tool  in  this  process. 
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